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An Emotional 
Normalizer 


ic acid salt of 2-dimethylaminoethanol 


In one study* a group of 108 nonepileptic children 

were treated with ‘Deaner’. Before treatment ‘“‘all 

the children had behavior problems severe enough 

to make them socially unaccepted. The greater num- 

ber of them were overactive, overirritable, had short 

attention span, and were doing poorly scholastically, 

that is performing at a level below that expected of 

them based on intelligence tests. As a group they 

were emotionally unstable, unpredictable, and un- 

adaptable...In 68 per cent of the... group this agent 

: ican proved beneficial in that the children came to act 

Mating Ase, in more socially accepted patterns and learning in 
June 14, be school improved. 


“Several children showed definite improvement in all 
school subjects within a single grading period (usually 
6 weeks) and in many the ease and speed of reading was 
greatly increased. The ability to do arithmetic improved 
remarkably in some of the children.” 


“Important was the observation that many of 
the children who had obtained good or fair results 
with amphetamine, but who had reverted regularly 
in the morning before amphetamine administration 
to an overactive, noisy, irritable state did not show 
this type of reversion when treated with ‘Deaner’.”’ 


**Five children who had had enuresis in addition 
to their other troubles showed complete freedom 
from this annoying problem while on ‘Deaner’.’”’ 


“Of great importance to the child in school is the free- 
dom with ‘Deaner’ therapy from the drowsiness, de- 
creased attention span and increased reaction time 
found with reserpine and phenothiazine therapy.” 


Dosage for children:Initially, 14 to 1 tablet in the morning. Maintenance 
dose, 4 to 3 tablets. Full benefits may require two weeks or more of therapy. 
Supplied in scored tablets containing 25mg. of 2-dimethylaminoethanol as 
the p-acetamidobenzoic acid salt. 

Available in bottles of 100. Ri 


NORTHRIDGE, 
CALIFORNIA 
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one of the 
fundamental 


drugs in 
medicine 


‘Thorazine’ is useful in a wide variety of indications in nearly all fields of medicine. It is effective 
in conditions where mental and emotional disturbances or nausea and vomiting are present, and 
where the relief of pain through potentiation of sedatives, narcotics and anesthetics is desired. 


‘Thorazine’ is available to you in all these useful dosage forms: tablets, Spansule* sustained 
release capsules, ampuls, multiple dose vials, syrup and suppositories. 


THORAZINE* Smith Kline & French Laboratories, Philadelphia 


shiorpromazine, S.K.F. *T.M. Reg. U.S. Pat. Off. 
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WELL ACCEPTED 
FOR EFFECTIVE 


COUGH RELIEF 


pyraldine’ 
and PY Ne. Z 


Each fluidounce of bright yellow PYRALDINE contains: 


Dihydrocodeinone bitartrate 1/6 gr. { 


pressing, the cough reflex 
(Brand of Pyrilamine Maleate) thetic effect in the throat 
Ammonium Chloride 6 gr. nd facili 
Amber PYRALDINE No. 2 — 

the basic Pyraldine formula plus 

Phenylephrine Hydrochloride.......... 30 mg. { For added mucosal decongestion 
per fluidounce 


& BROWN, INC., Richmond, Va. 
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>.reptokinase-Streptodornase Lederie 


Controls Inflammation and Swelling...Relieves Pain... 


Promotes Healing Through Enchancement of 
Fibrinolysis at the Site of Trauma or Infection. 


References: |. innerfield, |; 


Shub, H., and Boyd, L. J.: New England J. Med. 258: 1069 (May 24) 1958. 2. Miller, J. M.; Godfrey, G. C.; Ginsberg, M. J., and 
Papastrat, C. J.: J. A. M. A. 166:478 (Feb. 1) 1958. 3. Davidson, E; Prigot, A.. and Maynard, A. de L.: Harlem Hosp. Bull. II: 1 (June) 1958 
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Established Efficacy and Safety: For five years 
VARIDASE, in parenteral form, has been used with 
success in many thousands of cases. Its ability to 
control inflammation, swelling and associated pain, 
aid penetration of antibiotics, and hasten healing 
has been demonstrated in such conditions as severe 
trauma, infected ulcerations, and following exten- 
sive surgery. 


Now, Parenteral Effectiveness ... Simple Buccal 
Route: New VaridAse Buccal Tablets give your 
patients the benefits of systemic VARIDASE therapy 
without the inconvenience of repeated injections. 
Absorbed through the buccal mucosa in fully effec- 
tive amounts, VARIDASE Buccal Tablets may be 
used as practical adjunctive therapy in your practice 
within these broad classifications: 


Inflammation and edema associated with: trauma 
and infection cellulitis abscess hematoma 
thrombophlebitis - sinusitis uveitis chronic 
bronchitis leg ulcer chronic bronchiectasis. 
Each VARIDASE Buccal Tablet contains 10,000 Units Streptokinase 
and 2,500 Units Streptodornase. 
Administration: VaripASE Buccal Tablets should be 
retained in the buccal pouch until dissolved. For 
maximum absorption patient should delay swallow- 
ing saliva. 
Dosage: One tablet four times daily for a minimum 
of three days. When infection is present, VARIDASE 
Buccal Tablets should be given in conjunction with 
an antibiotic such as ACHROMYCIN*® V Tetracycline 
and Citric Acid. 


Available in bottles of 24. 


*Reg. U. S. Pat. Off. LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 
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CONFIRMED EFFICACY 


Clinically confirmed 


Deprol ® acts promptly to control depression 


without stimulation 


> restores natural sleep 


» reduces depressive rumination and crying 


in over 2,500 
documented 
case histories** 


DOCUMENTED SAFETY 


Deprol is unlike amine-oxidase inhibitors 


& does not adversely affect blood pressure 
or sexual function 


> causes no excessive elation 
> produces no liver toxicity 
> does not interfere with other drug therapies 


Deprol is unlike central nervous stimulants 


manx 


& does not cause insomnia 

® produces no amphetamine-like jitteriness 
®& does not depress appetite 

> has no depression-producing aftereffects 


> can be used freely in hypertension and 
in unstable personalities 


Dosage: Usual start- 
ing dose is 1 tablet 
q.i.d. When necessary, 
this dose may be grad- 
ually increased up to 
3 tablets q.i.d. 


Composition: Each 
tablet contains 400 
mg. meprobamate and 
1 mg. 2-diethylamino- 
ethyl benzilate hydro- 
chloride (benactyzine 
HCl). 


Supplied: Bottles of 
50 scored tablets. 


1. Alexander, L.: Chemotherapy of depression—Use of meprobamate combined with benactyzine (2-diethylaminoethy! benzilate) 
hydrochloride. J.A.M.A. 166:1019, March 1, 1958. 2. Current personal communications; in the files of Wallace Laboratories. 


Literature and samples on request Qf waLtace LABORATORIES, New Brunswick, N.J. 
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now...the specific muscle relaxanlus 


for relief of the pain—spasm—pain cycle 


(PARAFLEX Chlorzoxazone+ plus Ty_eENoL® Acetaminophen) 


in arthritic and rheumatic disorders 


PARA 


with 


| McNEIL} 


McNEIL LABORATORIES, INC + PHILADELPHIA 32, PA. 
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combines PARAFLEX, the effective low-dosage skeletal muscle relaxant that is specific 
for painful spasm, and TyLENOL, the preferred analgesic for painful musculoskeletal 
disorders. Providing benefits that last for up to six hours, PARAFON is effective on 
the practical dosage of only six tablets daily. Side effects are rare and seldom severe 
enough to warrant discontinuance of therapy. PARAFON relieves pain and stiffness 
and helps improve function in acute and chronic low back disorders such as lumbago, 
acute paravertebral spasm, or sacroiliac strain; osteoarthritis; rheumatoid arthritis; 
traumatic hydrarthrosis; and traumatic muscle injuries. 

supplied: Tablets, scored, pink, bottles of 50. Each tablet contains: PARAFLEX Chlorzoxazone 125 mg.; 
and TyLENOL Acetaminophen 300 mg. 


Patent Pending *Trademark 


adds the anti-inflammatory action of 
prednisolone to the relief of pain and 
spasm achieved with PARAFON. PARAFON 
WITH PREDNISOLONE is useful in many 
arthritic and rheumatic disorders, such as 
rheumatoid arthritis, rheumatism, myo- 
sitis, neuritis, tenosynovitis, fibrositis, 
bursitis, spondylitis, and osteoarthritis. 

supplied: Tablets, scored, buff colored, bottles 
of 36. Each tablet contains: PARAFLEX Chlorzoxa- 


zone 125 mg., TyLENoL Acetaminophen 300 mg., 
and prednisolone 1 mg. 
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High Potency 


PLUS 


Improved Caplets® 


2 Caplets = 1 U.S.P. oral unit of 
Anti-Anemia Activity without 
gastrointestinal upset 


2 Caplets contain: 


Highest Hemoglobin Response 
Fergon (brand of ferrous gluconate) .. 1000 mg. 


tron without Irritation No Nausea 
Vitamin B,, with Intrinsic No Abdominal Cramps 
Factor Concentrate U.S.P......... 1 unit (oral) No Constipation 
3 mg. No Diarrhea 
150 mg. tn 90%, of patients 
and evening meals). Fergon Plus 


Improved Caplets, 


‘ bottles of 100 and 500 
(| LABORATORIES easy to swallow Caplets. 


NEW IBN 


rks reg. U. S. 
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nausea and vomiting 


—from virtually any cause 


e in pregnancy—pre- and postoperative states — 
gastroenteritis—alcoholism—cancer and chronic 
diseases 


e control is achieved with low dosage—usually 
15 to 20 mg. daily—and often within a half 
hour after the first oral dose 


‘Compazine’ is remarkable for its freedom from drowsiness. Patients 
carry on normal activities and often experience an actual alerting effect. 


...for immediate control of severe vomiting: 


Ampuls, 2 cc. (5 mg./cc.) 
NEW: Multiple dose vials, A 
10 cc. (5 mg,/cc.) & 


Also available: 


Tablets, 5, 10 and 25 mg., in bottles of 50 and 500. 

Spansule* capsules, 10, 15 and 30 mg., in bottles of 30 and 250. 
Suppositories, § and 25 mg., in boxes of 6. 

Syrup, 5 mg./teaspoonful (5 cc.), in 4 fl. oz. lightproof bottles. 


Smith Kline & French Laboratories, Philadelphia 


*T.M. Reg. U.S. Pat. Off. for prochlorperazine, S.K.F. 
tT.M. Reg. U.S. Pat. Off. for sustained release capsules, S.K.F. 
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new, exclusive 


Prednis-CVP 


dual anti-inflammatory 


inflammatory-suppressive . . . 
potent, prompt, sustained action 
with prednisolone 


inflammatory-corrective . . . 
reduction of abnormal 
capillary permeability 

with citrus bioflavonoids 


NOVEMBER 1958 


inflammatory- 
suppressive 


inflammatory- 
corrective 


antiallergic 
antirheugg 


“‘built-in’’ protection 


with citrus bioflavonoids... 
against ecchymoses, purpuras, 
gastric hemorrhage and other 
steroid-induced capillary damage 


with antacids... 
against gastric distress, 
digestive upsets, nausea 
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in 
rheumatoid arthritis 
=p bronchial asthma 


eczemas 
and other inflammatory, 
allergic and 
rheumatic conditions 


suggested dosage: Each PREDNIS-C.V.P. capsule provides: 
Average initial dose, 

to 5 capsules daily, PREDNISOLONE 4 meg. 
in divided doses; 

canes. 6 06:26 CITRUS BIOFLAVONOID COMPOUND 100 mg. 
capsules daily. Gradually ASCORBIC ACID (C) 100 mg. 
reduce dosage to effective 

maintenance level. ALUMINUM HYDROXIDE 100 mg. 
Bottles of 30, 100 and MAGNESIUM OXIDE 100 mg. 
500 capsules. 


Samples and literature from 


arlington-funk laboratories 
division of U, S. VITAMIN CORPORATION «+ 250 East 43rd Street * New York 17, N.Y. 
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this 
pediatriciam 
uses 


When it comes to colds and coughs, 
pediatricians are no different 

from their patients . . . they all 

want to get rid of their symptoms 

and stay up and about, if possible. 


Romilar Cold Formula controls the 
entire symptomatology of colds, 
including coughs. A synergistic 
combination,* Romilar CF 


checks coryza 
suppresses coughing 
relieves congestion 

| controls fever and malaise 


Each teaspoonful (5 cc) of pleasantly flavored 
syrup, or each capsule, contains: 15 mg Romilar 
HBr (non-narcotic antitussive) ; 1.25 mg Chlor- 
pheniramine maleate (antihistamine) ; 5 mg Phenyl- 
| ephrine HCl (decongestant) ; 120 mg N-acetyl- 
p-aminophenol (analgesic-antipyretic). 


*L. O. Randall and J. Selitto, J. Am. Pharm. Assn. (Se. Ed.), 47:313, 1958. 


{ 
| Romilar® Hydrobromide=brand of dextromethorphan hydrobromide 


ROCHE 


ROCHE LABORATORIES 
Division of Hoffmann-La Roche Inc * Nutley 10 + N. J. 
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In urinary-tract infections 


SUSPENSION TABLETS 


SULFOSE 


Triple Sulfonamides, Wyeth 
(Trisulfapyrimidines: Sulfadiazine, 
Sulfamerazine, Sulfamethazine) 


So, 


Philadelphia 1, Pa. 


This advertisement 
a conforms to the Code 


*International Code flags spelling SULFOSE. 
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all cold symptoms 


New timed-release tablet provides: 


... the superior decongestant and antihistaminic action 


of Triaminic 


...non-narcotic cough control as effective as with 
codeine, but without codeine’s drawbacks 


»+.an expectorant to augment demulcent fluids 


... the specific antipyretic and analgesic effect of well- 


tolerated APAP 


..-the prompt and prolonged activity of timed-release 


medication 


Each Tussacesic Tablet contains: 


(phenylpropanolamine HCl ... . 25 mg.; 
pheniramine maleate ....... 12.5 mg.; 
pyrilamine maleate ........ 12.5 mg.) 


Dormethan (brand of dextro- 
methorphan HBr) .. . . . . 30mg. 


Terpin hydrate ..... . . .180mg. 
APAP (N-acetyl-para-aminophenol) . 325 mg. 


Tussagesic Tablets provide relief from all cold 
symptoms in minutes, lasting for hours. 


Dosage: One tablet in the morning, mid- 
afternoon, and in the evening, if needed. The 
tablet should be swallowed whole to preserve 
the timed-release action. 


Also available—for those who prefer 
palatable liquid medication— 


To reduce upper respiratory congestion and irritating 
secretions. 


For non-narcotic control of the cough reflex. 
To augment demulcent respiratory secretions. 
For specific, highly effective antipyresis and analgesia. 


first—3 to 4 hours of 
relief from the 
outer layer 


then —3 to 4 more hours 
of relief from 
the inner core 


Tussagesic suspension 


SMITH-DORSEY ©* a division of The Wander Company «* Lincoln, Nebraska « Peterborough, Canada 
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Bed of Digitalis purpurea 
with Campanula (Canterbury Bells) in foreground 


Not far from here are manufactured 
from the powdered leaf 
Pil. Digitalis (Davies, Rose) 
0.1 Gram (1% grains) or 1 U.S.P. Digitalis Unit. é 
They are physiologically standardized, 
with an expiration date on each package. 


Being Digitalis in its completeness, 


this preparation comprises the . 
entire therapeutic value of the drug. i 


It provides the physician with a safe and effective 
means of digitalizing the cardiac patient 
and of maintaining the necessary saturation. 
Security lies in prescribing the 
“original bottle of 35 pills, Davies, Rose.” 


Clinical samples and literature sent to physicians on request 


Davies, Rose & Co., Ltd. Boston 18, Mass. 
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in a single dose 
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thout intrinsic factor, Blood 


SOLUBLE B VITAMINS with C and B,. 


INCERT® vial for I.V. solutions 


This newest addition to the INCERT® family of ‘‘closed 
system”’ additives makes available essential components 
of the B complex, plus vitamin C and B,, for routine 
parenteral administration. 


No needles, ampules or syringes to fuss with. Simply 
reconstitute the lyophilized mixture in the INCERT vial 
by pumping fluid from the solution bottle... pump the 
mixture back into solution bottle... and it’s ready for 
administration. 


Clinical reports'-2.3 suggest that large doses of vitamin 
C are beneficial in decreasing the incidence of post-trau- 
matic and postoperative shock, in improving wound heal- 
ing and in hastening the healing of extensive burns. 


Vitamin B,, has been suggested as an adjunct to therapy 
in the elderly patient undergoing operation or any other 
severe stress‘ and for use in the prevention of depressed 
hemopoiesis and disturbed enzyme activity which may 
occur during severe illness, following burns, after radia- 
tion therapy, or in certain pathologic states. 


Complete information on the Incert System available 
upon request. 


TRAVENOL LABORATORIES, INC. pharmaceutical products division of 


morton grove, illinois 


BAXTER LABORATORIES, INC. 
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TETRACYCLINE-ANTIHISTAMINE-ANALGESIC COMPOUND LEDERLE 


COMBINES: Traditional components for re- 
lief of the annoying symptoms of early upper 
respiratory infections... 
pneumonitis PLUS: Protection against bacterial complica- 
tions often associated with such conditions. 


adenitis TABLETS (sugar coated) 


Each contains: 


25 mg. 


otitis Bottles of 24 and 100. 
SYRUP (lemon-lime flavored, caffeine-free) 


bronchitis Each 5 ce. teaspoonful contains: 


ACHROMYCIN* Tetracycline equivalent to 


Bottle of 4 fi. oz. 


Adult dosage for ACHROCIDIN Tablets and 
new caffeine-free Syrup is two tablets or tea- 
spoonfuls of syrup three or four times daily. 
Dosage for children adjusted according to age 
and weight. 


Available on prescription only. 


-cverce 2 division of AMERICAN CYANAMID COMPANY, Pearl River. New York 
*Reg. U. S. Pat. Off, 
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Pinworm 


Roundworm 


Clinical studies! show: 


e ‘Delvex’ is effective orally, usu- 
ally within five days, against four 
of the five most common worm in- 
fections: 


Pinworm Whipworm 


Roundworm Strongyloidiasis 


e It also inhibits, and sometimes 
eliminates, hookworm infection. 


e It is fully effective in both single 


and multiple infections and in both 
heavy and light infections. 


LILLY AND COMPANY - 


Whipworm 


Strongyloides 


INDIANAPOLIS 6, 


QUALITY / PESEARCH / INTEGRITY 


\w"Delyex” the first wide-spectrum anthelmintic 


e It eliminates pinworm infection 
in 100 percent of patients. 


e It is the first effective and prac- 
ticable agent for the oral treatment 
of strongyloidiasis and whipworm 
infection. 


e No adjunctive measures are 
needed with ‘Delvex’ therapy. 


Further information may be ob- 
tained from your Lilly representa- 
tive or by writing to our Medical 
Department. 


*'Delvex’ (Dithiazanine lodide, Lilly) 
1. Swartzwelder, J. C., et al.: J. A. M. A., 165:2063, 1957. 
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(CHLOROTHIAZID t 


FORD, R. V., Rochelle, J.B.111, Handley, C. A., Moyer, J. H. and Spurr, C. L.: 
J.A.M.A. 166 :129, Jan. 11, 1958. 


“in premenstrual edema, convenience of therapy points to the selection of 
chlorothiazide, since it is both potent and free from adverse electrolyte 
actions.” In the vast majority of patients, "DIURIL' relieves or prevents the fluid 
“build-up” of the premenstrual syndrome. The onset of relief often occurs 
within two hours following convenient, oral, once-a-day dosage. 'DIURIL' is well 
tolerated, does not interfere with hormonal balance and is continuously 
effective—even on continued daily administration. 


DOSAGE: one 500 mg. tablet "DIURIL' daily—beginning the first morning of 
symptoms and continuing until after onset of menses. For optimal therapy, 
dosage schedule should be adjusted to meet the needs of the individual patient. 


SUPPLIED: 250 mg. and 500 mg. scored tablets 'DIURIL' (chlorothiazide); 
bottles of 100 and 1,000. 


Diurit is a trade-mark of Merck & Co., Inc. 


MERCK SHARP & DOHME Division of MERCK & CO., INnc., Philadelphia 1, »QDh INDI 
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C reates 
patient 
cooperation 


ST.J0sepy 
ASPiRin 


If you have not received samples, 
write to Plough, Inc., Memphis, Tenn. 


NOVEMBER 1958 


The smooth, creamy texture, and pleas- 
ant orange flavor of St. Joseph Aspirin 
For Children makes it an aspirin tablet 
of exceptional palatability. Because chil- 
dren take it willingly, it eliminates the 
fussing, fretting, and coaxing so often 
associated with giving medicine to chil- 
dren. This is another reason why this 
specialized aspirin is an aspirin of choice 
—wherever salicylate therapy is indi- 

cated—for children of all ages. 


The first and last 
instructions mothers see on 


BO, the NEW SAFETY CAP wh 
807, e when 
they use St. Joseph Aspirin 

TABLET : For Children. Thi 

CHILDREN'S or Children. This new 
OF RERC® SAFETY CAP has been proved 
UNIQUE to afford almost complete 
EXCELLENCE protection against either 


accidental or purposeful 
opening by children. 


A PRODUCT OF Plough, Inc. NEW YORK + MEMPHIS + LOS ANGELES + MIAMI 
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new psychochemical 
for the management of both 


minor and major emotional disturbances 


brand of thiopropazate hydrochloride e@ effective and potent tranquilizer 

consistent in effectse well tolerated 
@ proved under everyday conditions of office practice @ effective at low dosage: 
one 2-mg. tablet q.i.d. or one 5-mg. tablet t.i.d. in psychoneuroses; one 10-mg. 
tablet t.i.d. in psychoses. 
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MARE, NEG. U. S. PAT. OFF.—THE URIONN 
D OF CRYSTALLINE MOVOBIOCIN SODIUM 
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OF TETRACYCLINE 
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The Upjohn Company, Kalamazoo, Michigan 


paneycint Phosphate plus ALBAmycin**) 


your 
broad-spectrum 
patibiotic 


Capeuion, Rettion Of 16 and 100 
. Each capsule contains: 

amycin phosphate (tetracycline phosphate 
equivalent to tetracycline hydre- 


250 mg. 
in (as nevebiecin sodium). . . 125 mg. 


h teaspoonful (S ec.) contains: 
hydrochioride ............. 125mg. 
i pein (0 


Capsules 

adult dosage is 2 capsules q.i.d. 
KM Granules 

the treatment of moderately acute infec- 
ns in infants and children, the recom- 
dosage is 1 teaspoonful per 15 to 
ibs. 0 body weight per day, administered 
2 to + equal doses. Severe or pi 
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— 
4 i aX | q 
require higher deses. Dosage for . 
its is 2 to 4 teaspoontuls 3 or 4 times daily, 
a ing om the type and severity ef the in- 
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Glucose Tolerance Test* 


- 
100 


1 1% 2 2% 3 
Hours 


—— 66-year-old man with early diabetes 
mellitus 

.--- 68-year-old man with pseudodiabetes 
following gastric resection 

*Constam, G. R.: Northwest Med. 56:919, 1957. 


AMES 
CLINIQUICK™ 


CLINICAL BRIEFS 
FOR MODERN PRACTICE 


besides diabetes, what diseases may cause 
symptoms of polyuria, polydipsia, increased 
fatigability and loss of weight? 


Various renal diseases with isosthenuria, portal obstruction, functional 
dipsomania, hyperparathyroidism, acromegaly, primary aldostero- 
nism, chronic mercury poisoning, hypervitaminoses A or D, Hand- 
Schiiller-Christian lipoidosis, fructosuria, pentosuria and sucrosuria.* 


-CALIBRATED CLINITEST® 


Reagent Tablets 


the STANDARDIZED urine-sugar test for reliable quantitative estimations 


+ full color calibration, clear-cut color changes 

+ established “plus” system covers entire critical range 

+ standard blue-to-orange spectrum long familiar to diabetics 
* unvarying, laboratory-controlled color scale 


( AMES COMPANY, INC - ELKHART, INDIANA 
Ames Company of Canada, Ltd., Toronto 
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throughout the practice of medicine. 


Meprobamate, Wyeth 


alone or complicating physical illness 
| 
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American Medical A i 


THE JOURNAL 


J.A.M.A. 167 :433, 1958 


STUDY OF 
levo-1-pheny|-2-aminopropane alginate 
LEVONOR, NEW ANORECTIC 


RESULTS WITH LEVONOR 


in a series of overweight patients (abstracted from 
a report in J.A.M.A. 167 :433, 1958) —LEVONOR was 
given to 80 patients as 5 mg. tablets, three times 
a day, one-half hour before meals. Many cases 
received an added dose at 8 or 9 p.m. to curb 
“television” or “before bedtime” snacks. There 
were no signs of restlessness from this late-dosage 
schedule. Many patients had previously been on 
stimulant type drugs with diet and had limited 
success. They were enthusiastic about control of 
appetite and relative !ack of side effects (with 
LEVONOR). Patients were seen on an average of 
every two weeks. The average weekly weight-loss 
for patients taking LEVONOR was 2.0 pounds. There 
was a remarkable absence of any serious side 
effects. Since the studies revealed no effects on 
blood sugar levels, nor on central vasomotor re- 
flexes, the new agent was used in diabetes mellitus, 
hypertension and obstetrics. 


IN OBESITY 

a distinctly different appetite suppressant with 
virtually no analepsis*** 
even for “night eaters”—8 p.m. or later dosage 
cuts appetite without keeping patients awake’* 

3 and for weight reduction in hypertension (espe- 
cially when controlled with rauwolfia),* diabetes* 
and pregnancy” 


NOVEMBER 1958 


--- a highly effective adjunct to the re- 
ducing regimen ... unaccompanied by CNS 
overstimulation and other side effects 
associated with stimulant type drugs. 
Feldman, H. S.: in press, 1958 


~e- An average weekly weight loss of 2.8 
pounds produced by an average daily dose 
of 3 or 4 tablets. No increase in blood 
pressure or-pulse rate was noted. 

Frohman, I. P.: inpress, 1958 


-.- Forty-one overweight patients on LEVONOR, 
ranging in age from 28 to 68 years, undergo- 
ing antihypertensive therapy that included 
rauwolfia derivatives, experienced excel- 
lent weight loss at the same time that their 
hypertension was controlled. This despite 
the well-known tendency of rauwolfia ther- 
apy to cause weight gain. Marked lack of 
CNS stimulation was observed. 

Feldman, H. S., and Gadek, R. J.: in press, 1958 


FROM THE 
SCIENTIFIC EXHIBIT 


(A.M.A. Clinical Meeting, Dec.3-6, 1957, Phila.) 


... with some patients losing as much as 6 pounds 
a week, LEVONOR, in a series of 80 patients, 
achieved an average loss of 2-214 pounds per 
week by patients on a daily dosage of 1 tablet at 
11:00 a.m., 1 at 4:00 p.m., and 1 at 8:00 p.m. 


... effectively combated nighttime eating 
syndrome without disturbing sleep... 


... produced none of the side effects usually associated 
with appetite suppressants. 


THREE TYPICAL CASE HISTORIES * 


Case 1:—A 15-year-old girl, overfed during an appen- 
dectomy convalescence, then overate and underexercised, 
gained 42 lbs., and weighed 165 lbs. After previous re- 
ducing attempts failed, dietary re-education and therapy 
with LEVONOR lost her 24.5 lbs. in 11 weeks, with im- 
provement continuing. 


Case 2:—A 48-year-old male’s frequent business meals 
and physical inactivity caused him to gain 28 lbs. in 
12 years. With LEVONOR, he was able to follow his regi- 
men and —as advised — not to mention it at meals and 
thus elicit no comment. In 10 weeks he lost 24 Ibs. and 
has maintained the pattern. 


Case 3:—A 44-year-old male found his “timed-release” 
appetite suppressant unusable for control of nighttime 
craving. 1 LEVONOR tablet daily at 7 p.m. allayed evening 
hunger and permitted restriction of caloric intake with- 


out emotional disturbance or sleeplessness. 
°J.A.M.A. 167:433, 1958 


| FROM NEW PAPERS COMING UP! 


wo Ye we we 
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WEIGHT LOSS WITHOUT SLEEP LOSS” 


2-2'/, lbs. 
loss per week 


Administration and dosage — Average dose: 5 to 10 mg. twice 
or three times daily, as indicated. Under proper supervision, 
LEVONOR can be given to obstetrical and pediatric patients as 
well as those with moderate cardiovascular disease, hyper- 
tension or diabetes. LEVONOR should not be given to patients 
with severe hypertension, thyrotoxicosis or acute coronary 
disease. Many physicians prefer their patients to take 
1 tablet at 11 a.m., 1 tablet at 4 p.m. and 1 tablet at 8 p.m. 


LEVONOR 


6,600" 


clinical cases 


Packaging— Bottles of 100 tablets. Each tablet contains 5 mg. 
of levo amphetamine alginate (levo-1-phenyl-2-aminopropane 
alginate, Nordson) 


Bibliography: 1. Gadek, R. J.; et al.: J.A.M.A. 167:433, 1958, 2. Feldman, 
H. S.: In press, 1958. 3. Gosselin, R. A. (Office Practice Study: 902 physi- 
cians): to be published. 4. Feldman, H. S., and Gadek, R. J.: In Press, 1958. 
5. Gadek, R. J.; Feldman, H.S.; Lucariello, R. J.: Scientific Exhibit, A.M.A. 
Meeting, December, 1957. 6. Frohman, I. P.: In press, 1958. 7. Pomeranze, 
J.: Personal Communication, 1958. 8. Berkowitz, D.: Personal Communica- 
tion, 1958, 


PBRAND OF LEVO AMPHETAMINE ALGINATE (LEVO-1-PHENYL-2-AMINOPROPANE ALGINATE, NOROSON) PAT. PENDING 


Nordson Pharmaceutical Laboratories, Inc. « Irvington, New Jersey 


(formerly Nordmark) 
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_ IN OFFICE SURGERY 


ELECTIVE AND TRAUMATIC 


use XYLOCAINE first... 
as a local anesthetic 
or a topical anesthetic 


SPRAY INFILTRATION | NERVE BLOCK 


XYLOCAING 
| % 


Xylocaine HC] solution, the versatile anesthetic for general office sur- 
gery, relieves pain promptly and effectively with adequate duration 
of anesthesia. It is safe and predictable. Local tissue reactions and 
systemic side effects are rare. Supplied in 20 ce. and 50 cc. vials; 0.5%, 
1% and 2% without epinephrine and with epinephrine 1:100,000; also 
in 2 cc. ampules; 2% without epinephrine and with epinephrine 
1:100,000. 


XYLOCAINE’ Hc! SOLUTION 


(brand of lidocaine*) 


ae Astra Pharmaceutical Products, Inc., Worcester 6, Mass., U.S.A. 
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For the patient who does not require steroids 


PABALATE® 
Reciprocally acting nonster- 
oid antirheumatics . . . more 
effective than salicylate alone. 
In each enteric-coated tablet: 
Sodium salicylate U.S.P.....0.3 Gm. (5 gr.) 
Sodium 


para-aminobenzoate ...... 0.3 Gm. (5 gr. 


50.0 mg 


PABALATE 


or for the patient 

who should avoid sodium 
PABALATE® - Sodium Free 
Pabalate, with sodium salts 
replaced by potassium salts. 


In each enteric-coated tablet: 
Potassium salicylate .......... 0.3 Gm. (5 gr.) 


Potassium 
para-aminobenzoate ......0.3 Gm. (5 gr.) 
50.0 mg. 


For the patient 
who requires steroids 


PABALATE®-HC 


(PABALATE WITH HYDROCORTISONE) 
Comprehensive synergistic 
combination of steroid and 
nonsteroid antirheumatics... 
full hormone effects on low 
hormone dosage... satisfac- 
tory remission of rheumatic 
symptoms in 85% of patients 
tested. 


In each enteric-coated tablet: 


Hydrocortisone (alcohol) ............ 2.5 mg. 
Potassium salicylate .. 0.3 Gm. 
Potassium para-aminobenzoate.. 0.3 Gm. 


PABALATE-HC 


For steroid or non-steroid therapy: SAFE DEPENDABLE ECONOMICAL 


A. H. ROBINS CO., INC., RICHMOND 20, VIRGINIA + Ethical Pharmaceuticals of Merit since 1878 


Your difficult rheumatic patient... 
7 ae through effective relief and rehabilitation 
3 
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Psoriasis can destroy 
the most beautiful 


body in the world... 


LIPAN 


caps u / es 
added to your 


armamentarium will provide... 


maximum effect with minimum inconvenience to the patient. No messy 
ointments or lotions. When following your prescribed regimen an 
impressive percentage of patients will become free of the symptoms. 


LIPANIZE THE PSORIATIC TO OBTAIN SYMPTOM-FREE PATIENTS wh 


Complete LIPANIZATION of the patient is essential for successful 
clinical results. LIPANIZATION is accomplished with saturation doses 
of LIPAN and produces a gradual reduction of the hypercholesteremia 
and hyperlipemia usually present in the psoriatic. A 
Dosage: Initial administration of LIPAN requires twelve (12) to fifteen (15) capsules 
daily in conjunction with food intake. After complete LIPANIZATION which 
requires about ten days, dosage is then adjusted to the quantity of food ingested. 


Maintenance Dosage: After complete remission of lesions the dose is usually one (1) to two (2) cap- 
sules with each intake of food. 


LIPAN Capsules or Tablets contain: For Topical Application: 
Specially prepared highly activated, E pidol, a clear, adhesive, non-greasy, 
desiccated and defatted whole Pan- rapidly drying, improved Wright's 
creas: Thiamin HCl, 1.5 mg. Vitamin D, soo LU. Liquor Carbonis Detergens plus 
Salicylic Acid 3%. Easy to apply. Easy 
to remove. 


eee in bottles with applicators 
3 fl. oz.—6 fi. oz. 


Samples and Literature upon request 
LI PAN 
Spirt & Co.,, Inc. WATERBURY, 


Available: Bottles 180’s, s00’s 


CONN. 


| 
4 


Massengill Powder has a ‘‘clean’’ 
antiseptic fragrance. It enjoys 
unusual patient acceptance. 


Massengill Powder is buffered 

to maintain an acid condition 

in the vaginal mucosa. It is more 
effective than vinegar and simple 
acid douches. 


Massengill Powder has a low 

1s surface tension which enables it 
to penetrate into and cleanse the 
folds of the vaginal mucosa. 


Massengill Powder solutions are 
easy to prepare. They are 
nonstaining, mildly astringent. 


assengill powder 


fastidious 


when 
Indications: Massengill Powder solu- 
recommending tions are a valuable adjunct in the 
management of monilia, trichomonas, 
a staphylococcus, and streptococcus in- 
fections of the vaginal tract. Regular 
inal douching with Massengill Powder so- 
vage lution minimizes subjective discomfort 
] he and maintains a state of cleanliness 
and normal acidity without interfering 


with specific treatment. 
Currently, mailings will be forwarded 


only at your request. Write for samples 
and literature. 


tee 8. ASSENGILL COMPANY 


BRISTOL, TENNESSEE - NEW YORK - SAN FRANCISCO + KANSAS CITY 
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In 

modern 
feminine 
hygiene 

and therapy 


Massengill Powder has cosmetic elegance. Its clean, refreshing fragrance is acceptable to the 
most fastidious for therapeutic or routine hygienic use. Massengill Powder solutions are 
easily prepared, convenient to use, nonstaining. They effectively cleanse, deodorize and 
soothe the vaginal mucosa, while their mild astringent properties tend to decrease vaginal 


secretions. 


Following intensive antibiotic therapy, increasing 
numbers of female patients return complaining 
of vulvar pruritus or vaginitis ...and profuse 
vaginal discharge. 

Most of these present the classical picture of 
Monilia albicans, Trichomonas vaginalis or 
mixed infections. When these infections occur, 
regular use of Massengill Powder, with its pH 
of 3.5 to 4.5, helps restore the normal acidity of 
the vaginal tract. At this normal pH the growth 
of pathogenic organisms is inhibited and the 
growth of the normal vaginal flora encouraged, ! 
thus reducing the barriers to specific medication. 


Massengill Powder is buffered to retain an acid 
condition. In a recent clinical observation, am- 
bulatory patients—with an alkaline vaginal 
mucosa resulting from pathogens—maintained 
an acid vaginal mucosa of pH 3.5 for a period of 
4 to 6 hours after douching with Massengill 
Powder; recumbent patients maintained a satis- 
factory acid condition up to 24 hours. Simple 
acid douches (vinegar or lactic acid) are quickly 
neutralized by an alkaline vaginal mucosa; 
therefore, they are somewhat unsatisfactory in 
maintaining the required acid pH of the vagina.? 


Massengill Powder in the standard solution has 
a surface tension of 50 dynes/cm. as compared 
to that of water and simple acid solutions with 
72 dynes/em. This added property of reduced 
surface tension enables Massengill Powder to 
penetrate into and cleanse the folds of the 
vaginal mucosa, thus increasing the therapeutic 
effectiveness. Lowered surface tension makes 
the cell wall and cytoplasmic membrane of the 
infecting organism more permeable and thus 
more susceptible to specific therapy.” 


Massengill Powder is supplied in glass jars of 
the following sizes: 

Small, 3 oz. 

Medium, 6 oz. 

Large, 16 oz. 

Hospital Size, 5 lbs. 
Pads of douching instructions for patient use 
available on request. 


1. Lang, W.R., Rakoff, A.E., Am. Geriatrics Soc. 
1:520 (1953). 

2. Arnot, P.H., The Problem of Douching, Western 
Journal of Surg., Obs., and Gyn., Vol. 62, No. 2:85 
(1954). 


THE S. E. |ASSENGILL COMPANY 


BRISTOL, 


TENNESSEE + NEW YORK + SAN FRANCISCO + KANSAS CITY 


. 


if youwere a 


in the rheumatoid arthritic’s shoes, 


Doctor... 


wouldn’t you want a steroid oe 
with a proved record : 
of safety and success? 3 


prednisone 


you can count on rapid relief from pain, swelling and stiffness followed 
by functional improvement and maintained on an uncomplicated, 
low-dosage regimen with minimal chance of side effects+ 

and without unexplained weight loss, anorexia, muscle cramps 
as reported with certain other corticoids} 


*Round-table Discussion by Leading Investigators, San Francisco, Calif., June 20, 1958. 


METICORTEN, 1, 2.5 and 5 mg. white tablets. 


SCHERING CORPORATION + BLOOMFIELD, NEW JERSEY 


MC-J-2288 


; 
a 
ity, 
ig 
| 
| 
| 
| 
vs 
| 
4 it 
cat. 
. 
| 


EOCHOLAN 


flatulence and belching ~ 
intestinal atony 


PITMAN-MOORE COMPANY 


Neocholan® greatly increases the flow of thin, P. O. Box 1656, Indianapolis 6, Indiana 


nonviscid bile and corrects biliary stasis by flush- 
ing the biliary system. It also acts as a smooth 
muscle relaxant, resulting in an unimpeded flow 
of bile and pancreatic juices into the small intestine. 


Please send me, without charge, two 
clinical packages of Neocholan. 


Each Neocholan tablet contains: 
Dehydrocholic Acid Compound... 250 mg. 
Homatropine methylbromide.... 1.2 mg. 


Bottles of 100 tablets. 
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your patients 


nutritionally 


Satu 


_ of water-soluble vitamins B and C 
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— swiftly relieves symptoms ™ rapidly destroys 
bacterial pathogens (bactericidal rather than bacteriostatic) 
wm succeeds where others fail against the enteric “problem 
pathogens” — increasingly prevalent, refractory strains 
of Staphylococcus, Escherichia, Salmonella and Shigella 


... Without creating new problems 


@ does not upset the balance of normal intestinal flora 
@ does not encourage monilial or staphylococcal overgrowth 
3 m@ does not induce significant bacterial resistance 


a = A PLEASANT ORANGE-MINT FLAVORED SUSPENSION 
4 containing Furoxone, 50 mg. per 25 ec. with kaolin and pectin 
a For patients of all ages (may be mixed with infant formulas, 
passes through a standard nursing nipple) = Dosage: Should 
provide (in 4 divided doses) 400 mg. daily for adults, 5 mg./Kg. daily 
© for children @ Supplied: bottles of 240 cc. (also: Furoxowe Tab- 
lets, 100 mg. seored, bottles of 20 and 100) 


THE NITROFURANS—a unique class of antimicrobials 
EATON LABORATORIES, NORWICH, NEW YORK 


“solves acute diarrheal disease problems... 
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improve appetite and energy 
with ample amounts of vitamins—B,, B,, B,.. 


strengthen bodies with needed protein 
Through the action of !-Lysine, cereal and 
other low-grade protein foods are up-graded 
to maximum growth potential. 


discourage nutritional anemia 

with iron in the well-tolerated form of 
ferric pyrophosphate ... plus sorbito! for 
enhanced absorption of both iron and B.,,. 


NOVEMBER 1958 


Lysine-Vitamins 


(RON SYRUP 


Average dosage is | teaspoonful daily. Available in botties of 4 and 16 fi. oz. 


delicious 


Each t ful (5 cc.) t 
1-Lysine HC1 300 mg 
tron (as Ferric Pyrophosphate) 30 m 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pear! River, New York 
*Reg. U. S. Pat. Off 


new 3-way 
| & child 
] 
| new 


CHRONIC 
PROSTATITIS 


“orobably 
the most common 
chronic infection 
in men over 


50 years of age.” 


brand of nitrofurantoin 


“From clinical observation we have found that more cases of chronic prostatitis 
respond to FurRADANTIN than to any other anti-infection agent.’’? | 


In chronic prostatitis, ‘‘antibacterial therapy may begin on the first visit with 
FURADANTIN 100 mg. 4 times daily. . .”* 


Available as Tablets, Oral Suspension 


References: 1. Alyea, E. P.: Infections and inflammations of the Male Genital Tract, in Campbell, M.: 
Urology, Philadelphia, W. B. Saunders Co., 1954, vol. 1, p. 643. 2. Barnes, R. W., in discussion of Chinn, J., 
and Bischoff, A. J.: Tr. West. Sect. Am. Urol. Ass. 22:189, 1955. 3. Goodwin, W. E., and Turner, R. D.: 
Prostatitis, in Conn, F.: Current Therapy 1958, Philadelphia, W. B. Saunders Co., 1958, p. 399. 


NITROFURANS-—a new class of antimicrobials—neither antibiotics nor sulfonamides aul J. | 
° 


EATON LABORATORIES, NORWICH, NEW VORK 
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BONADOXIN 
STOPS 
MORNING 
SICKNESS, BUT.. 


Highest percentage of relief: 

In Drugs of Choice’, clinical data 
on several therapies for nausea 
and vomiting of pregnancy is 
summarized. BONADOXIN afforded 
the highest percentage of relief 
in the “excellent” (79%) and 
“good” (16%) combined 
categories. The majority of cases 
were completely controlled in 
the first week of treatment, 
almost all on one tablet nightly. 
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DOESN’T 
STOP 
THE 


NEW YORK 17, ¥. 


PATIENT! 


Safe, too: 

BONADOXIN doesn’t “stop” the 
patient. It is free of side effects 
commonly associated with 
overpotent antinauseants. 
Goldsmith, reporting on 620 
controlled cases, states that 
“toxicity and intolerance 

{are] zero.’”* 


Now 

available in tablet or drop form. 
Dosage: usually one tablet or one tsp. 

(5 cc.) at bedtime. Severe cases may require 
another dose on arising. 

Supplied: tiny pink-and-blue tablets, 

bottles of 25 and 100. Bonadoxin Drops in 
30 cc. dropper bottles. 


Each tiny pink-and-blue Bonadoxin tablet contains: 
Meclizine HCl (25 mg.) 
...for symptomatic relief 
Pyridoxine HCl (50 mg.) 
...for metabolic action and prompt 
antinauseant effect. 


Infant colic? 

Non-narcotic Bonadoxin Drops stop colic 
in about 85% of cases. 

Each cc. contains: 


Meclizine Dihydrochloride. . .8.33 mg. 
Pyridoxine Hydrochloride. . .16.67 mg. 
Dosage: 
under 6 months 0.5 cc. 2 or 3 times 
| & months to2 years 1.5 to 2 cc. daily, on the 
hild - 
teaspoon (5 cc.) water 
Supplied: 
fruit-flavored, clear green syrup in 30 cc. 
dropper bottles. 


References: 1. Drugs of Choice 1958-1959, 
St. Louis, C. V. Mosby unger, 1958, p. 347, 
2. Goldsmith, J. W.: Minnesota Med. 
40:99 (Feb.) 1957. 
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prescribe 
sustained release 


capsules 
Meprospan 


meprobamate (Miltown®) 


Two capsules on arising last all day 


12h | we Two capsules at bedtime last all night 
q. 7 relieve nervous tension on a sustained 
basis, without between-dose interruption 


“The administration of meprobamate in 


sustained action form [Meprospan] produced 
on a more uniform and sustained action... 
2. Baird, H. W., I1l: A comparison of Meprospan = 
(sustained action meprobamate capsule) with other these capsules offer effectiveness at 
tranquilizing and relaxing agents in children. ” 
Submitted for publication, 1958. reduced dosage. ad 


Dosage: 2 Meprospan capsules q. 12 h. 
Supplied: 200 mg. capsules, bottles of 30. 


Nitta Literature and samples on request “WALLACE LABORATORIES, New Brunswick, N. J. 
cme-7a28 who discovered and introduced Miltown® 


Ck, “dune 1957.) B27. Per ton, addiction te mepro te 
Use of meprobanot. (wiitow. Of disorters.. 4 
7 
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FOSTEX CREAM 

for therapeutic washing of 

skin in the initial phase of acne 
treatment, when maximum 
degreasing and peeling 

are desired. 


FOSTEX CAKE 


for maintenance therapy to 
keep skin dry and substantially 
free of comedones. 
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Fostex’ degreases the skin 


and helps remove blackheads 


Fostex contains a combination of surface 
active agents (Sebulytic*) which: 

< Completely emulsify excess oil so that 
it is quickly washed off the skin. 


4 Penetrate and soften comedones, 
unblocking the pores and facilitating 
removal of sebum plugs. 


Fostex dries and peels the skin 
< The Sebulytic base of Fostex dries and 
promotes peeling of the skin . . . actions 
enhanced by the keratolytic effects of 
micropulverized sulfur and salicylic acid. 


*(Sodium lauryl sulfoacetate, sodium alkyl aryl 
polyether sulfonate, sodium dioctyl sulfosuccinate.) 


Fostex is easy for your patients to use 


< Patients stop using soap on affected skin 
areas. Instead they use Fostex for thera- 
peutic washing of the skin. The Fostex 
lather is massaged into the skin for 5 min- 
utes—then rinse and dry. 


Write for samples 


WESTWOOD Pharmaceuticals 
Division of Foster-Milburn Co. 
468 Dewitt Street + Buffalo 13, New York 
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harmful cough-—6to8 hours 
with one timed-release tablet 


A single, easily-swallowed Tussaminic tablet how TUSSAMINIC 


provides decongestion of the upper respiratory —_ ¢gyned-release tablets 
tract, non-narcotic control of the cough reflex 


center and effective expectorant action. provide 6 to 8 hours 
of cough relief 


Nasal and paranasal congestion associated with 
cough is relieved by the oral respiratory decon- _¢irgt _ the outer layer disintegrates 
gestant action of Triaminic*. Non-narcotic _ in minutes to provide 3 to 
antitussive action is provided by Dormethan, _¢ hours of relief 
as effective as codeine but without codeine’s 
drawbacks. The classic expectorant, terpin 
hydrate, helps augment the flow of demulcent 
respiratory fluids. 


Each Tussaminic Tablet provides: 


(phenylpropanolamine HC]. ....... 50 mg 

pheniramine maleate 25 mg.; 

pyrilamine maleate 25 mg.) =the care 
Dormethan (brand of dextromethorphan its ingredients to provide 


Dosage; One tablet in the morning, mid-afternoon 
and at bedtime. The tablet should be swallowed 
whole to preserve the timed-release action. 


timed-rel 
| for relief from harmful cough “around the clock” 


On one tablet —the patient On one tablet —the patient On one tablet —the patient 
can work all day can relax all evening can sleep all night 


*Triaminic will Sy running noses & e and open stuffed noses orally 


SMITH-DORSEY «+ a division of The Wander Company ° Lincoln, Nebraska + Peterborough, Canada 
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easier 
antipyretic—analgesic 
relief 


you help her recover more easily 
when you prescribe 


Tempra 


Acetaminophen, Mead Johnson 


drops /syrup 


Tempra is the first physician-controlled 
antipyretic—analgesic in two liquid dosage 
forms—wild-cherry-flavored Drops and 
mint-flavored Syrup. Both are readily 
accepted, well tolerated and easy for the 
mother to give, without forcing or fussing. 


Since Tempra is on Rx only, you have 
better control of medication and dosage... 
parents have added confidence. 


For detailed brochure on Tempra—you are 
cordially invited to ask your Mead Johnson 
Representative or write us, Evansville 21, Indiana. 


Mead Johnson 
Symbol of service in medicine 
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Many clinicians believe that good nutrition plays a significant role in preventing bacterial 
infections, and that immunity depends on adequate vitamin levels. Tisdall' states 

that “a low intake of a number of vitamins, a low intake of minerals, and a change in 

the quality of protein can all lower resistance to infection.” 


Other studies show the important role of the B vitamins in antibody formation. 

Thus, Nutrition Reviews? reports: “Present evidence indicates that certain B vitamins, notably 
pyridoxine, pantothenic acid and folacin, play a significant role in antibody synthesis.” 
According to Pollack and Halpern,’ “Under-nutrition leads to increased susceptibility to infection 
and decreased resistance to established disease.” And “vitamin deficiency states 

also may adversely influence circulating antibodies.” 


Halpern‘ reports that “good nutrition is important for optimal resistance to infection, for a 
superior tissue capability to cope with disease and injury, and for maximum antibody 
production ... nutrition participates in the prophylaxis against most acute infections...” 


Aad while MacBryde® feels that evidence is lacking to support the view that a higher than 
normal intake of vitamins will improve resistance to infection, he also states: “Restoration of 
nutrition to normal exerts a favorable influence on practically all disease conditions... 
Often the outcome will depend more upon the correction of the malnutrition than upon any 
therapy directed toward the malady.” 


SQUIBB VITAMINS FOR THERAPY 


now expanded to include additional essential vitamins — 


and at no extra cost to your patients 


Each Theragran Capsule supplies: 


Thiamine Mononitrate. . . . + + 10mg. Also Available: THERAGRAN Liquid, bottles 


of 4 ounces; THERAGRAN Junior bottles of 
30 and 100 capsules; and THERACRAN-M 
Pyridoxine Hydrochloride . ....... %Smg. (Squibb Vitamin-Minerals for Therapy), 
Calcium Pantothenate. . . . . . . 20mg. _ bottles of 30, 60, 100 and 500 capsule. 
Vitamin B,. Activity Concentrate . . . . . . . Smeg. shaped tablets. 


Dosage: 1 or more capsules daily as indicated . 
Supply: Family Packs of 180. Bottles of 30, 60, 100 and 1,000. 


References: 1. Tisdall, F. F.: Clinical Nutrition, ed. by Joliffe, N.; Tisdall, F. F., and Cannon, P. R.: Paul B. 
Hoeber, Inc., New York, 1950, p. 748. 2. Nutrition Reviews, 15:47, (Feb.) 1957. 3. Pollack, H., and Halpern, 
S. L.: Therapeutic Nutrition, National Academy of Sciences and National Research Council, Washington, D. C., 
1952, p. 18. 4. Halpern, S. L.: Ann. N. Y. Acad. Science 63:147, (Oct. 28) 1955. 5. MacBryde, C. N.: Signs 
and Symptoms, J. B. Lippincott Co., Phila., 3rd Ed. 1957, p. 818. 


‘Theragran’® is a Squibb trademark. 
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SQu IBB Squibb Quality—The Priceless Ingredient | 
1858 1958 ! 
SQUIBB 


® 
help YADEC 
Y our high potency vitamin-mineral supplement 
"THE INCIDENCE AND SEVERITY OF DEGENERATIVE DISEASE 
patients CAN BE LESSENED BY CAREFUL NUTRITIONAL BALANCE AND 
PROPER CONTROL OF METABOLIC ACTIVITY THROUGHOUT THE 
maintain LIFE span." 
, Chapman, L. E.: J. Am. Geriatrics Soc. 6:269, 1958 
vitamin- 
1Y. Each MYADEC Capsule provides the Eleven minerals (as inorganic salts): 
ma 1iner al Nine vitamins: 1.0 mg. 
Vitamin B.: crystalline ... Smeg. Cobalt............ 0.1 mg. 
reser ves -++ 1Omg- Potassium .......... 5.0 
itamin B, (pyridoxine 2 
hydrochloride) ...... 2 mg. mg 
Vitamin B, mononitrate 10 mg. 15.0 mg, 
c 1.0 
Nicotinamide (niacinamide) 100 mg. 
Vitamin C (ascorbic acid). . 150mg. Zine 1.5 mg. 
Vitamin A. . (7.5 mg.) 25,000 units Magnesium 6.0 mg. 
Vitamin D. . (25 meg.) 1,000units Calcium .......... 105.0 mg. 
Vitamin E (d-alpha-tocopheryl- 80.0 mg. 
acetate concentrate) ... 5I1.U. Bottles of 30, 100, 250, and 1,000. 
PARKE, DAVIS & COMPANY - DETROIT 32, MICHIGAN 
des 
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© ABBOTT LABORATORIES, NORTH CHICAGO, ILLINOIS 611023 


His friend means well, as friends always do. But his 
theories for the control of dandruff are constructed 
mostly from mail order advices, hints from his barber 
...and intuition. The sad part of it is that neither one 
of them thinks to mention it to his doctor. They simply 
don’t realize that dandruff—a medical problem—needs a 
medical answer. That’s when a word from you, and a pre- 


scription for Selsun, will be most appreciated. 


(Selenium Sulfide, Abbott) 


an ethical answer to a medical problem | 


Pict f tting bad advice about his dandruff 
ge eture Of a Man getting pad aavice apout Nis danaru 
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another indication for 


2 IBEROL FILMTABS A DAY SUPPLY: 


THE RIGHT AMOUNT OF IRON 
Ferrous Sulfate, U.S.P............. 


PLUS THE COMPLETE 8B COMPLEX 


1 U.S.P. Unit (Oral) 
(Vitamin B, 2 with Intrinsic Factor Concentrate, Abbott) 

Liver Fraction 2, N.F............... 200 mg. 
Thiamine Monocnitrate................ 6S mg. 
Nicotinamide................ 30 mg. 
Pyridoxine Hydrochioride............ 3 mg. 
Pantothenate................ 6 mg. 
PLUS VITAMIN C 

Ascorbic Acid 150 mg. 


potent antianemia therapy 


plus the complete B-complex Obbott 


1.05 Gm. 
Elemental |ron—210 mg.) 
$ 
® 
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PREVENT 


both cause and fear of 


ANGINA 
ATTACKS 


Miltrate 


NEW DOVETAILED THERAPY COMBINES IN ONE TABLET 


proven 
safety 


prolonged relief from sustained coronary 
anxiety and tension with vasodilation with 
® 
MILTOWN’ PETN 
The original meprobamate, pentaerythritol tetranitrate 
discovered and introduced a leading, 
by Wallace Laboratories long-acting nitrate 


“In diagnosis and treatment [of cardiovascular diseases] ...the physician 
must deal with both the emotional and physical components of the problem 
simultaneously.” 

The addition of Miltown to PETN, as in Miltrate,“...appears to be more effective 
than [PETN] alone in the control of coronary insufficiency and angina pectoris.”* 


Miltrate is recommended for prevention of angina attacks, not for relief of acute attacks. 
Supplied: Bottles of 50 tablets. 

Each tablet contains: 200 mg. Miltown + 10 mg. pentaerythritol tetranitrate. 

Usual dosage: 1 or 2 tablets q.i.d. before meals and at bedtime. 


Dosage should be individualized. For clinical supply and literature, write Dept. 20 E 
1. Friedlander, H. S.: The role of atarazics in cardiology. Am. J. Card. 1:395, March 1958. 
2. Shapiro, S.: Observations on the use of meprob te in cardi lar disord Angiology 8 :504, Dee. 1957. 


“TRADE- MARK 


fp° WALLACE LABORATORIES, New Brunswick, N. J. 
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SUMMARY OF REPORTS 


No. of 
Patients Results Percent 
6,553 Excellent 31.0% 


A 
10,843 Good 51.3% NEW 
2,703 Fair 12.8% DIMENSION 


1,033 Unsatisfactory 4.9% | N 


RESEARCH 


(Total Number of Side Effects: 638 |3.0%]) 


This data deals with the 


results obtained by 1,988 
physicians, treating 21,128 


hypertensive patients with 


Unitensen. The “Proof In 


, in day-to-day private practice, 
& the findings of clinical trials 
conducted in hos,itals and 


Practice”’ study validates, 
institutions. It proves that 
Unitensen affords safe, 


¢ dependable office management 


a “a for the majority of hypertensive 
>. patients. Unitensen lowers 


blood pressure . . . improves 


UNITENSEN’ ; cerebral and renal blood flow... 


Each Unitensen tablet contains: ; exerts no adverse effects on 
Cryptenamine (tannates) 2.0 mg. 


circulation . . . and, is virtually 


UNITENSEN-R’ : free of side effects. 


Each Unitensen-R tablet contains: 
 Cryptenamine (taninates) 1.0 mg., Reserpine, 0.1 mg. 


Clinical supplies available on request. Irwin, Neisler & Co. 
For prescription economy, prescribe in 50's. ¢ Decatur, Illinois 
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Again and again, 
a first choice 


e@ In urinary tract infections 


e@ In upper respiratory tract in- 
fections with bacterial invasion 


@ In mixed infections 


e In infections not readily diag- 
nosed 


Breadth of attack... 


wide range of activity against 
many common gram-positive and 
gram-negative organisms 


Depth of attack... 
both bactericidal and bacteriostatic 


Tablets: Penicillin V (Phenoxymethy! Penicillin) and Sulfonamides Philadelphia 1, Pa. 
For Suspension: Benzathine Penicillin V and Sulfonamides 


SUPPLIED: Tablets, bottles of 36. For Suspension, bottles of 2 fl. oz. upon reconstitution. Each tablet 
and 5-cc. teaspoonful contains 125 mg. (200,000 units) of penicillin V (the suspension containing the 
benzathine salt of penicillinV) and 0.25 Gm. each of sulfadiazine and sulfamerazine. 
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RHINALL NOSE DROPS 


For quick, effective relief of nasal congestion 
Safe for both children and adults, Rhinall Nose Drops are pleasant to use, 
provide ventilation and drainage without irritation of the ciliated epithelium. 
no burning or irritation e no risk of sensitization 
no bad taste or after reactions 


SUPPLIED: one-ounce dropper bottle: %4-ounce plastic spray bottle. 


RHINOPTO COMPANY Contains 


3905 Cedar Springs Phenylephrine Hydrochloride 0.15% 
Vallas, Texas “Propadrine” Hydrochloride 0.3% 
in an isotonic saline menstruum 
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Persona non grata 


For that most “unacceptable person”--- 
the one with an unwelcome cough---- — 


7 


(a WS |. 


EXPECTORANT 


only cough preparation containing CLISTIN Carbinoxamine Maleate—widely ‘prescribed, 
ent, safe antihistamine 


coughs associated with the common cold as well as allergic or non-allergic coughs 
non-narcotic, but compatible with commonly used narcotic salts ‘ 


not numb the mouth or upset the stomach . . . snappy fruit flavor... ideal for pediatric use 


Clistin Expectorant clinical samples on request . 


‘McNBIL LABORATORIES, INC. + PHILADELPHIA 32, 
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NOW... 


CONTROL VASCULAR 
AND NON-VASCULAR 


HEADACHE 


WIGRAINE” 


FOR VASCULAR HEADACHES 


Wigraine provides rapid and complete relief of symp- 
toms of migraine and other vascular headaches with 
just two tablets (or one rectal suppository) taken 
at the first sign of an attack. 


Formula: Ergotamine tartrate, 1.0 mg.; caffeine, 
109.0 mg.; 1-belladonna alkaloids, 0.1 mg.; aceto- 
phenetidin, 130.0 mg. Wigraine tablets in boxes of 
20 and 100. Wigraine Rectal Suppositories in boxes 
of 12. 


MEDACHE 


FOR NON-VASCULAR HEADACHES 


Medache provides safe analgesic-calmative action 
for relief of pain, anxiety, and allergic manifesta- 
tions of tension and other non-vascular headaches. 


Formula: Phenyltoloxamine dihydrogen citrate*, 
44.0 mg. (equiv. phenyltoloxamine, 25.0 mg.); 
salicylamide, 150.0 mg.; phenacetin, 150.0 mg.; 
caffeine, 32.0 mg. In bottles of 100 tablets. 


*U.S. Pat. No. 2,703,324 


Send for samples and complete descriptive literature. 


ORANGE, N. J. 
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WITH REMARKABLE LACK OF SIDE EFFECTS 


Rynatan 


Majoradvance in 


ALL DAYJRALL NIGHT RELIEF 
WITHA 
SINGLE ORAL DOSE 


WITHOUL the drowsiness, dizziness.or 
dis tuckanges typical of antihistamine therapy 


Keeps hoacde clear 10-12 
Stops the of post~nasal drip 
Provides Controited, even 


2 COM VENIERNT FORME... 
SOTH OURABOMDED* 
ach lobule 
‘Prog 
Py 
4 et. contains: 


and older, 2 
six years, ac fo age. 
Or as teqeired. 


Rynaian tos: Bottles of 30 and 
Syspensionr Botes of 70 <o 


one 


Write for Literature and 
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Faster rehabilitation 


Joint inflammation and muscle spasm 
are the two elements most responsibie 
for disability in rheumatic-arthritic dis- 
orders—and MEPROLONE is the one 
agent that treats both. 


MEPROLONE suppresses the inflammatory 
process and simultaneously relieves aching 
and stiffness caused by muscle spasm, to pro- 
vide greater therapeutic benefits and a shorter 
rehabilitation period than any single antirneu- 
matic-antiartnritic agent. 


MEPROLONE -2 is indicated in cases of severe 
involvement, yet often leads to a reduction of 
steroid dosage because of its muscile-relaxant 
action. When involvement is only moderately 
severe or miid, MEPROLONE-1may be indicated. 


SUPPLIED: Multiple Compressed Tablets in 
three formulas: MEPROLONE-2—2.0 mg. pred- 
nisolone, 200 mg. meprobamate and 200 mg. 
dried aluminum hydroxide gel (bottles of 100). 
MEPROLONE -1 supplies 1.0 mg. prednisolone 
in the same formula as MEPROLONE-2 (bot- 
tles of 100). MEPROLONE-5S-—5.O mg. predniso- 
lone, 400 mg. meprobamate and 200 mg. dried 
aluminum hydroxide geil (bottles of 30). 


Because muscles move joints, 
both muscle spasm and joint 
inflammation must be 
considered in treating the 
rheumatic-arthritic patient..« 


multip! 


THE 
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MERCK SHARP & DOHME bivision of MERCK & CO., INC. Philadelphia 1, Pa. 
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inRnheumatoid Arthritis 


multiple compressed tablets 


EPROLO 


THE FIRST MEPROBAMATE-PREDONISO LONE THERAPY 


MEPROLONE is the one 
antirheumatic-antiarthritic that 
exerts a simultaneous action to 
relax muscles in spasm and 

to suppress joint inflammation... 


Therefore, MEPROLONE does 
more than any single agent to 
help the physician shorten the 
time between disability and 
employability. 


¥Q>) MEPROLONE'IS @ trade-mark of Merck & Co., Inc. 
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bicarbonate-regulating diuretic 
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Advantages of DIAMOX in single-drug diuresis 


D1aMox — operating through the well-understood mechanism of ¢ 
bicarbonate transport regulation— provides ample, prolonged diuresis in 
the great majority of patients. 

DraMox is virtually nontoxic ...has not caused renal or gastric 
irritation . . . has no pronounced effect on blood pressure. It is rapidly 
excreted, does not accumulate in the body, permits convenient dosage 
adjustment, allows unbroken sleep. Small, tasteless, easy-to-take 
tablets . .. usual dosage, only one a day. 


Advantages of DIAMOX in intensive, two-drug diuresis 


When intensive diuresis must be maintained, DrAMox, alternated with 
an agent for regulation of chloride transport, has proved a regimen 
of choice. Through dual bicarbonate-chloride regulation, it produces 
maximal sodium-water excretion with minimal distortion of serum 


electrolyte patterns, greater patient comfort, lessened risk of induced 
drug resistance. 


NOVEMBER 1958 


Acetazolamide Lederie 


* CARDIAC EDEMA 


PREMENSTRUAL 
TENSION 


* EDEMA OF 
PREGNANCY 


> OBESITY 


ADVANCED 
CONGESTIVE 
HEART FAILURE 


REFRACTORY 
TOXEMIA OF 
PREGNANCY 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pear! River, New York C Lederie) 
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PARKE, DAVIS & COMPAN 
DETROIT 32, MICHIGAN 


forget vitamin time, even if Mother does. 
Since PALADAC contains a balanced formula | 
nine important vitamins, what more reliable 
and pleasant way to help assure proper vitamin | 
fruit juice, or other foods if desired, 
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IS THIS YOU 


EARLY POSTMENOPAUSE LATER POSTMENOPAUSE 70 AND OVER 


Complains of low back pain, vague Back pain is severe, spreading to Fracture of hip after a minor fall 
aches and fatigue hips (“girdle pain”) X-ray reveals fracture of neck of fem 
Posture is poor Patient is round shouldered, X-ray reveals compression fracturest 
No x-ray evidence of bone lesions walks with a stoop of lower lumbar vertebrae 


of lower vertebrae 


These three patients have osteoporosis. Early diagnosis 
and treatment with “Formatrix” is important because 
osteoporosis is probably the only age change that can be 
averted. With “Formatrix” therapy, relief from the symp- 
toms of low back pain, vague aches and fatigue may be 
obtained in as little as a few weeks. “Formatrix” supplies 
the essential materials to stimulate increased bone forma- 
tion and prevent further loss of bone substance that leads 
eventually to loss of height, stooped posture, and dis- 
abling fractures. 


The highest incidence of osteoporosis may be found 
among the 14,000,000 women in the U.S.A. who are 
55 years of age and over. Some investigators claim that 
almost all women past the menopause will show some 
degree of osteoporosis; furthermore, if all these women 
were examined carefully, 50 per cent would show x-ray 
evidence of decreased bone mass. 


AYERST LABORATORIES 
New York 16, N. Y. * Montreal, Canada 
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X-ray reveals compression fractures 


R PATIENT? 
3. 


andro 


estro 
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Suspicion may be the handiest diagnostic tool since 
senting symptoms vary from mild to severe and 
capacitating pain, and no x-ray evidence of spinal de 
eration is available until about 30 per cent of the 
matrix is lost. Between these two extremes there 
other signs of estrogen deficiency such as wrinkled 
thinning skin, a tendency to appear older than std 
years; there may also be hypercalciuria when postme 
pausal osteoporosis is complicated by acute osteoporg 
of disuse. 


Osteoporosis is primarily an atrophic condition of bf 
matrix formation and any factor that depresses 0s EAI 
blastic activity or retards the formation of protein 4 No 
connective tissue such as prolonged immobilization, 4 
tisone therapy, or malnutrition will favor develop 
of osteoporosis in both male and female. 
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9 
DRMATRIX™ contains three most essential bone nitrogen balance. Together, these hormones have a 
ding materials necessary for matrix formation, estro- greater effect on bone and protein metabolism than either 
| androgen and vitamin C. alone, and side effects are minimized because of the 
opposing action of the two steroids on sex-linked tissues. 
estrogen component of “Formatrix” stimulates Vitamin C plays an important role in formation of inter- 
oblastic activity, thus aiding calcium and phos- cellular cement substance and amino acid synthesis. 
rus deposition; it also imparts a feeling of “well- “Formatrix” has a large amount of vitamin C to aid in 
£ bg.” The anabolic action of methyltestosterone pro- new bone matrix formation and to further help in the 
es the synthesis of protein and restores a positive healing of fractures. 
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“FORMATRIX” — each tablet contains: 


Dosage: | tablet a day — In the female, three weeks of treatment with a rest period of one week between 


courses is recommended. 


Supplied: Tablets, bottles of 60 and 500. LITERATURE AVAILABLE ON REQUEST 


j 


resses 0S§ EARLY POSTMENOPAUSE LATER POSTMENOPAUSE 70 AND OVER 
f protein 4 No x-ray evidence of bone lesion X-ray reveals compression fracture X-ray reveals fracture of neck of femur 


ilization, 
develop 


| of lower vertebrae 


TO RELIEVE LOW BACK PAIN —TO PROMOTE HEALING OF FRACTURES 


in osteoporosis 


(Brand of Steroid — Vitamin Combination) 


for matrix formation 
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relieve 

the L 
symptoms 

of constipation 


headache 


b treat 
the 

causes 

of constipation 


faulty digestion 


malaise 


insufficient flow of bile 
gas and distention 


bad breath 


poor muscle tone 


irregularity 


anorexia 


Caroid and Bile Salts tablets help correct: 


Faulty digestion —The enzyme, Caroid, improves protein digestion up to 15%. 


Insufficient flow of bile — Bile salts increase the low of bile to maintain normal 
water balance in the colon for soft, well-formed stools — and to improve fat digestion. 


Poor muscle tone —Two gentle laxatives working synergistically provide mild 
stimulation of the upper and lower bowel. 


Irregularity — Caroid and Bile Salts with its (D) digestant €) choleretic(L) stimu- 
lant laxative action encourages return to normal daily bowel function. 


AMERICAN FERMENT COMPANY, INC. + 1450 BROADWAY, NEW YORK 18, N.Y. 


CAROID'and BILE SALTS TABLETS 


make it a routine practice to have only “regular” patients 
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Bifran tablets contain the plus 
a Cholan DH* (dehydrocholic acid, Maltbie) 
‘This hydrocholeretic maintains a normal 
flow of bile, thus avoiding the physio- 
logical consequences of low fat intake — 
in the usual dietary program. 
Prescribe Bifran tablets for your 


MALTBIE LABORATORIES DIVISION « WALLACE & TIERNAN INC. « Belleville 9, N. J. 


PBN-61 
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the overweight 
Each Bifran tablet.contains 5 mg. 
|g 


FOR RESTORING AND 
STABILIZING THE INTESTINAL FLORA 


LACTINEX GRANULES and TABLETS contain a 
standardized viable mixed culture of Lactobacilli acidophi- 
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Ischemia of the Lower Extremity: 
A Consideration of Surgical Indications and Types of 


Operations* 


HOWARD MAHORNER, M.D.,t New Orleans, La. 


With aging of the population the incidence of ischemic conditions of the lower extremities 
has clearly increased. A variety of surgical procedures now make 


it possible to attack occlusive vascular disease. 


ACCOMPLISHMENTS IN VASCULAR SURGERY make 
it feasible to restore a reasonably normal arte- 
rial circulation to many extremities even after 
ischemia has become severe and has mani- 
fested itself subjectively and objectively. Fol- 
lowing the work of Hunter! and Royal,? Julio 
Diez’ of Buenos Aires in 1926 first employed 
sympathectomy in men to induce vasodilata- 
tion for ischemia of both upper and lower 
extremities. For many years only this method 
was available as an aggressive measure for 
improving the circulation. In the last 10 years 
other technical principles offer a closer resto- 
ration to normal. Endarterectomy with re- 
moval of encroaching atheromatous material 
and clots from the lumina of vessels was be- 
ginning to be used as a method of restored 
blood flow in the previous decade.** Follow- 
ing the work of Gross,? who bridged long 
coarcted segments of the aorta with homolo- 
gous graft, in 1951, Dubost® of Paris removed 
an aneurysm of the aorta and successfully re- 
placed it with a homologous graft. The re- 
placement of short obstructed segments by 
grafts was then established as a feasible meth- 
od for managing certain cases of peripheral 
ischemia. 

Now four surgical measures may be consid- 
ered when any patient has severe ischemia of 
the extremity: (1) sympathectomy, (2) endar- 
terectomy, (3) excision of vascular segments 


*Read before the Section on Surgery, Southern Medical As- 
sociation, Fifty-First Annual Meeting, Miami Beach, Fila., 
November 11-14, 1957. 


+From the Mahorner Clinic, New Orleans, La. 


and replacement by grafts and (4) onlay by- 
pass shunt grafts. 

A combination of these methods may also 
be considered. It is still difficult to predict 
the results accurately. It must be admitted 
that in the employment of excision and graft 
and endarterectomy, there is some danger of 
not improving the circulation and of making 
it worse. This danger, when the procedure is 
clearly indicated and properly done, is over- 
balanced by the chance of success. 


Selection of Patients 


Not every patient with ischemia is justifi- 
ably considered for operation. Patients with 
extremely severe ischemia and manifest gan- 
grene should not be considered for a restora- 
tive operation. The gangrene cannot be re- 
versed. Furthermore, patients with extreme 
degrees of ischemia who have pregangrenous 
changes likewise may have irreversible condi- 
tions. It is necessary to operate upon patients 
before the ischemia becomes irreversible to 
expect a good result. On the other hand, pa- 
tients with early arteriosclerotic changes who 
have diminished pedal pulses but not absent 
pulses should not be considered for radical 
reconstructive surgery. Under such circum- 
stances the impairment of the blood supply is 
not severe enough to justify the risk of recon- 
structive surgery. Both peripheral pulses of an 
extremity should be absent before operation 
is clearly indicated. The worse the condition 
is up to a certain point of deterioration, the 


> 


more dramatic can be the expected result. 
Very old patients are not apt to respond 
favorably to restorative operations on the 
vascular tree because the disease which is 
causing ischemia is so widespread, and even 
though a segment could be excised and graft- 
ed the compromise lumen distal to this makes 
failure and clotting at the distal anastomosis 
a likelihood. Therefore, after the age of 75 an 
attempted revascularizing operation is rarely 
justifiable. It is in the middle and upper age 
groups between 40 and 70 where the best re- 
: sults are obtained, and it is the patients who 
} have localized obstruction, such as the Leriche 
syndrome, that give the most dramatic im- 
provement following a restorative operation. 
The common causes of ischemia of the 
extremity are arteriosclerosis, trauma, Ray- 
naud’s disease and Buerger’s disease in that 
order. Other causes are less common. In the 
arteriosclerotic group ischemia may be due to 
complete occlusion of a short segment, or to 
partial diffuse encroachment on the lumen 


FIG. 1 
LERICHE SYNDROME 


Age 35 to 65 


Aortogram 


Thrombosis Excision and Graft 
Ashey, Peine Pyises Absent 
Impotence (here and below) 


Fatigue or 
Claudication 

Arteriosclerotic ischemia may manifest itself in several dif- 
ferent clinical forms. One not uncommon form is iche 
syndrome, a type of thrombosis in situ. It is recognizable 
clinically. Absence of femoral pulses with symptoms of 
gluteal fatigue or claudication is diagnostic. Aortograms 
confirm the findings. The circulation should be restored by 
excision and graft or by endarterectomy. 


No Gangrene ——> 
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FIG, 2 


THROMBOSIS IN SITU 
Sudden or Embolus 


AGE 45 TO 65 \\ ] 


TREATMENT: 
Exploration 
Excision and Graft 
Sympathectomy 


Sphygmomanometer 


Oscillations 


Breok in Temperature 
Gradient 


Shocking cold foot 


No Pulses 
SUDDEN SEVERE 
PAIN, NUMB_ Blue Mottling 
Anaesthesia 


Another type of thrombosis in situ simulates embolism with 
sudden severe pain in an extremity with distal numbness 
and obtunded sensation. The location of the thrombosis may 
be determined by clinical examination, Oscillations in the 
sphygmomanometer are present above, absent below the 
clot. Surgical treatment is imperative. Endarterectomy with 
or without sympathectomy is an operation of choice. 


throughout the entire vessel. Thrombosis in 
situ is a frequent feature of the obstructions 
of a short segment. The Leriche syn- 
drome,®- thrombosis at the lower end of the 
aorta, is a special type of thrombosis in situ 
but it can occur in other segments and a like- 
ly position for it is the femoral artery near 
the adductor hiatus. Such an occlusion may 
manifest itself suddenly. For example a pa- 
tient develops a severe pain in the leg. The 
foot becomes chilled and numb within a few 
hours. Examination shows absence of pulses 
in a cold foot with obtunded sensation. For- 
merly such a clinical picture was thought to 
indicate embolus from a mural thrombus in 
the heart, but today we know that thrombosis 
in situ, a beginning mural thrombus on a 
roughened atheromatous plaque progressing 
to complete occlusion, is many times more 
common than a cardiac source of embolus. 
The pathologic changes of such a process may 
progress more gradually leaving a very small 
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FIG. 3 


DISSEMINATED 
ARTERIOSCLEROSIS OBLITERANS 


Treatment 
|. Restrict activity demand 
2. Diet (diabetes) 


3. Reduce Hypertension : 
Diabetes: 


Manifest 33% 
Latent 33% 
Pulses: 
Diminished 
Operation: 
Sympathectomy 


Fatigue or Claudication 
No Rest 
Pain 
Cold Feet 


Temperature Gradient: 
Steep or broken 


Pulses: Absent 


Feet: 
Cold, livid 


Perhaps 40% of patients with severe ischemia from arterio- 
sclerosis have no localized obstruction but do have diffuse 
atheromatous encroachment on the lumen of the smaller 
arteries. Direct restorative operations (grafts, endarterecto- 
mies) are not corrective nor applicable in this group. Sympa- 
thectomy remains a helpful procedure however. It may be 
the means of restoring a reasonably protective circulation 
in the middle age groups. 


lumen to be occluded by the thrombus. In 
such an instance the clinical manifestations 
are more gradual and less dramatic. All such 
arteriosclerotic changes which produce clini- 
cal evidences of ischemia deserve surgical 
consideration, and if the stage is not advanced 
with irreversible changes there is a good 
chance that some type of operation can re- 
store a reasonably good blood flow (Figs. | 
and 2). 

Intermittent claudication on walking one 
block, and the absence of pulses at the pos- 
terior tibial and dorsalis pedis arterial levels 
is evidence enough of severe ischemia, and an 
indication for aggressive therapy in the mid- 
dle age group, not waiting until impending 
gangrene supervenes and makes the condition 
irreversible. 

Trauma is another frequent cause of 
ischemia which is amenable to direct inter- 
vention. Not only may laceration of a vessel 


with a false aneurysm or pulsating hematoma 
cause thrombosis in an artery, but mere con- 
tusions may do so as well. Aggressive action 
should be taken under these circumstances, 
and the thrombus should be removed if pres- 
ent, and if necessary a graft should replace 
the destroyed segments of vessels of medium 
or large size. Ischemia of an extremity follow- 
ing nonpenetrating as well as penetrating in- 
jury demands immediate exploration of the 
vessels. 

Raynaud’s disease is not rare, even in the 
South, and it is not uncommon in men. It is 
usually mild and it usually should be treated 
conservatively. In about one-fifth of the cases 
operation should be considered. The only 
operative procedure justifiable is pregangli- 
onic sympathectomy. 

Buerger’s disease is becoming rare and not 


FIG. 4 
BUERGER'S DISEASE 


Vessels: 
Not Tortuous 


Young 


Claudication 


Pulses : Absent 


Erythromelia 


Rest Purplish, Red 


Poin: Severe. Gangrene ? 


x 


Buerger’s disease is rare, but in young men it may be severe 
and destructive. It is clinically evident by excluding other 
causes. Pathologic diagnosis is feasible on vessels which one 
dares not destroy. Sympathectomy is indicated. This with 
cessation of smoking often results in an arrested case. 
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more common. The reason is spurious, for 
many of the conditions which we formerly 
called Buerger’s disease were in reality arteri- 
osclerosis at an early age. However, Buerger’s 
disease does occur and it is a severe and ter- 
rible condition. When it is diagnosed a lum- 
bar sympathectomy should be done. With the 
cessation of smoking and improved circula- 
tion in collaterals the disease is apt to become 
self-limiting (Figs. 3 and 4). 


Choice of Operation 


The choice of operation is often a difficult 
problem in judgment. For localized obstruc- 
tion in arteriosclerotic ischemia our choice is 
excision of the segment with replacement by 
an artificial fiber tube graft. This works well 
with the Leriche syndrome for example, and 
in certain instances of thrombosis in situ in 
the larger vessels, such as the iliac arteries. 
The smaller the vessel the more disappoint- 
ing the result is likely to be. Bypass shunt 
grafts end-to-side for obstructions in medium- 
sized arteries such as the femoral in our ex- 
perience have been very disappointing. A 
large percentage of them are ineffectual after 
operation, immediately or in an unreasonably 
short period. They thrombose because of so 
much disease distal to the expected area of 
obstruction. The peripheral run-off is poor, 
the blood flow in the shunt graft is slowed 
and thrombosis ensues. Furthermore, progres- 
sion of the disease at the anastomotic site 
makes the duration of a successful shunt by- 
pass disappointingly short. Because of a very 
high percentage of poor results from shunt 
grafts over medium-sized arterial segments we 
now select endarterectomy for such segmental 
obstruction. That too has its limitations and 
disappointments, mainly because of the per- 
sistence of the disease distal to the segment 
which has been cored out by long tube knives. 
A combination of sympathectomy and endar- 
terectomy may be the most satisfactory choice 
for most of the arteriosclerotic obstructive 
lesions in the femoral artery. Excision and 
graft seems the superior choice for the ob- 
structive lesions at the very end of the aorta. 
If the obstruction in large vessels is complete 
and localized, removal of the segment and 
replacement with an artificial fiber graft 
seems the best method of therapy available. 
But these methods are still in a period of 
comparative trial. The expertness with which 
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each is applied may determine how good it is. 

Sympathectomy is an operation which is 
not to be discarded completely. It still has its 
place as an adjunct operation or alone in at 
least 40% of the arteriosclerotics coming with 
severe ischemia. Absence of pulses at the 
ankle is not due to a localized obstruction in 
40% of the cases of arteriosclerosis, but rather 
to a diffuse encroachment on the lumen of 
the main vessels throughout the entire length 
of the limb. It is impractical to think of a 
graft restoring the lumen in the smaller ves- 
sels, and it is also impractical to think of en- 
darterectomy accomplishing it. It is true that 
up to the age of 70 lumbar sympathectomy 
frequently will cause a dramatic improvement 
in the circulation. It must be done early be- 
fore the disease has created irreversible com- 
plications. Many patients who have impend- 
ing gangrene have a reversed temperature 
gradient in the lower extremity following 
sympathectomy,—the toes become warmer 
than the thigh above the knee, creating in 
effect an erythromelalgia but without the 
pain. Such patients may have dramatic im- 
provement in the distance they may walk, 
sometimes as much as five times the distance 
before operation, and the persistence of the 
improved circulation is remarkably good. 
Repeated checks with thermocouple readings 
show that the vasodilatory effects of sympa- 
thectomy are not lost by recurrent vasospasm 
when it is done for obstructive lesions, but 
this is not so for Raynaud’s disease. In that 
condition the disease at the nerve end organ 
causes marked tendency to recurrent vaso- 
spasm. If obstructive disease progresses rapid- 
ly, the good effect of sympathectomy may be 
obviated by obstruction but not by vaso- 
spasm. Therefore, if sympathectomy is to be 
employed as a method of choice for the dif- 
fusely obstructed group of arteriosclerotics it 
should be applied early. In another group 
sympathectomy should still be retained as an 
adjunct operative procedure in conjunction 
with restorative operations, such as endarter- 
ectomy and shunt grafts. 


Summary 


The selection of patients for operations for 
peripheral ischemia is a problem in judg- 
ment. Neither patients with too advanced 
arteriosclerosis nor those with minimum evi- 
dence of impaired circulation should have 
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attempts at restorative surgery. But for the 
intervening group operation can frequently 
save limbs and restore health. 

The type of operation selected also deserves 
most careful consideration. Excision and 
grafts or shunt grafts for obstructions of short 
segments, endarterectomy and sympathectomy 
all have their indications as individual opera- 
tions or in combinations. The relative value 
of shunt grafts and endarterectomy for ob- 
structions in medium-sized arteries has not 
been clearly determined. 
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Clinical Diagnostic Studies of the 
Gastrointestinal Tract Utilizing 


Radioisotopes* 


RICHARD P. SPENCER, Lt. MC, U.S.N.R., Newton Highlands, Mass., 
C. RONALD KOONS, Lt. MC, U.S.N.R., WILLIAM S. MAXFIELD, Lt. MC, 
U.S.N.R., and E. RICHARD KING, Capt. MC, U.S.N.,f Bethesda, Md. 


The use of radioactive materials of one type and another orally offers a new tool for the 
study particularly of absorption in the gastrointestinal tract. 


THE INACCcEssIBILITY of the major portion of 
the gastrointestinal tract to direct observation 
has handicapped accurate diagnosis. Roent- 
genologic procedures offer little help as to 
digestive, absorptive and secretory abilities of 
the gut, and enzyme studies are still limited. 
Because of the inadequacy of other methods, 
great clinical reliance has been placed on ab- 
sorptive tests. The availability of metabolites 
which are labeled with radioactive isotopes 
has provided a means of identifying absorbed 
material in the blood stream and _ non- 
absorbed material in the stool. This can be 
done without time consuming chemical alter- 
ation of the sample. When a radioisotope 
which emits gamma rays is used as the “tag,” 
counting for radioactivity may often be per- 
formed with the specimen in a closed con- 
tainer (which does not allow the escape of 
fecal odors). The advantages of ready detec- 
tion and esthetic inoffensiveness have greatly 
stimulated studies of the gastrointestinal tract 
by means of radioisotopes. 


This report summarizes the experience of a 
clinical radioisotope laboratory in employing 
four studies in the evaluation of the alimen- 
tary canal. Three of the technics permit 
quantitation of absorption while the fourth 
is employed in detecting gastrointestinal hem- 
orrhage; the procedures are summarized in 
table 1. It must be realized that the absorp- 
tion of one type of nutrient may be normal, 
while that of other materials is impaired. 


*Read before the Section on Pathology, Southern Medical 
Association, Fifty-First Annual Meeting, Miami Beach, Fla., 
November 11-14, 1957. 

+From the Nuclear Medicine Branch, U. S. Naval Hospital, 
Bethesda, Md. 


Hence, rarely is one test entirely definitive 
and these studies must be integrated with 
other available data. 


Schilling Test 


Diminished absorption of orally ingested 
vitamin B,.-Co occurs in pernicious anemia 
and in perhaps 80% of all cases of mal- 
absorption syndromes. Schilling! demonstrat- 
ed that patients who failed to absorb the vit- 
amin from the gut had little excretion of the 
radioactive tag into the urine after a “flushing 
dose” of nonradioactive vitamin B,, was given 
parenterally. Hence urine assay could be sub- 
stituted for the more cumbersome stool assay. 
After absorption vitmain B,.-Co® passes to 
the liver; Glass? has proposed counting over 
the liver as a test of absorption of the tagged 
vitamin. In our experience, the Schilling test 
has been the more reliable procedure and is 
routinely used. 

Decreased uptake of orally administered 
labeled vitamin B,. can usually be demon- 
strated in disorders of malabsorption. Patients 
with malabsorption ‘who have an initial low 
uptake of the vitamin do not increase their 
uptake following the oral administration of 
intrinsic factor. An originally normal result 
does not rule out a malabsorption syndrome, 
since 20% of these patients have good uptake 
of vitamin B,.-Co™. The test is done twice: 
the first time without added intrinsic factor, 
the second time with the factor added. 

The methodology of the procedure and typi- 
cal results have been presented by King, Mit- 
chell and Spencer.’ If renal function is nor- 


1374 


I 
| 
| 
4 


VOLUME 51 


USE OF RADIOISOTOPES IN THE GASTROINTESTINAL TRACT—Spencer et al. 


1375 


TABLE 1 


PROCEDURES UTILIZING RADIOISOTOPES WHICH ARE EMPLOYED IN 


THE LABORATORY EVALUATION OF 


THE GASTROINTESTINAL TRACT 


Procedure Isotope Microcuries 

1. Schilling Test Co® 0.5 

2. Triolein-oleic p31 25.0 
acid tests 

8. Iron absorption 25.0 

4. Labeled red cell Cr? 35.0 
excretion 


Emission Comment 


Detected 


Gamma Orally administered as vitamin By.-Co™. 
Diminished absorption in pernicious 
anemia and some cases of malabsorption 
syndrome. Repeat the study with added 
intrinsic factor to distinguish between 
these disorders. 

Gamma Triolein-I™ normally split to monogly- 
cerides, oleic acid-I*' and glycerin, by 
pancreatic lipase. Increased radioactivity 
in stool indicates pancreatic dysfunction 
or malabsorption; use oleic acid-I™ to 
distinguish between them. 


Normally less than 10% of orally in- 
gested ferrous iron is absorbed. Incr 
absorption occurs after blood loss and 
probably in hemochromatosis. Many 
factors interfere with iron absorption. 


Red blood cells normally appear in stool 
in very small amounts. Increased blood 
loss can be detected by intravenously 
administering red cells labeled with 

4 and detecting radioactivity in stool. 


Gamma 


Gamma 


1. Normal absorption (above 10%): 
no pernicious anemia; malabsorp- 


Oral vitamin B,.-Co* tion not entirely ruled out. 


2. Diminished absorption. 


Repeat with intrinsic factor added 


Normal absorption: 
Pernicious anemia 


Absorption still low: 
Malabsorption syndrome 


mal (so that the labeled vitamin can be ex- 
creted) and the patient has received no ex- 
trinsic vitamin B,, for 72 hours prior to 
coming to the laboratory, the Schilling test is 
highly specific and is the most satisfactory of 
the gastrointestinal studies which utilize 
radioisotopes. 

Example: A 70 year old woman entered the hospital 
because of abdominal distress and a peripheral neu- 
ropathy. A hyperchromic, macrocytic anemia was 
present; there was no free gastric hydrochloric acid. 
A Schilling test was followed by the urinary excretion 
of only 5%, of the ingested dose of vitamin B,,-Co®0. 
Following the administration of intrinsic factor the 
test was repeated; excretion rose to 32 per cent. Final 
diagnosis: pernicious anemia. 


Triolein-Oleic Acid Tests 


Triolein, a fat, contains unsaturated bonds 
which may be filled with radioactive iodine. 
The resulting product, triolein-I!*!, can thus 
be readily detected by means of its gamma 
emissions. The radioactive fat, under the ac- 
tion of pancreatic lipase is variously split to 
diglycerides, monoglycerides, glycerin and 
oleic acid-I"8!; these latter products are usual- 


ly readily absorbed from the gut lumen.‘ Fol- 
lowing ingestion of triolein-I'*1, little of the 
radioactive tag (under 3%) appears in the 
feces since the compound undergoes hydroly- 
sis and absorption. Increased radioactivity in 
the stool denotes either a defect of pancreatic 
lipase or malabsorption from the intestine. A 
simplified method for performing the test 
and typical results were presented by Spencer 
and Mitchell.5 


Oleic acid-I!*! is a fatty acid labeled with 
radioiodine. Its absorption is dependent upon 
normal mucosal function but independent of 
the presence of pancreatic lipase.* Therefore, 
following an abnormal result from the 
triolein-I'*! study a normal oleic acid-I'*! up- 
take indicates intact mucosal absorptive abil- 
ity and hence a defect of pancreatic exocrine 
function. 


Blood levels of radioiodine are almost 
identical in normal patients following inges- 
tion of either oleic or triolein-I!% 
(since the latter compound is split to readily 
absorbed metabolites). The blood level of 
radioactivity begins to rise within 2 hours of 
ingestion and reaches a peak in 4 to 8 hours. 
The blood curve in cases of malabsorption of 
fat from the small intestine is flatter than 
normal and may take longer to reach its 
peak; blood sampling requires 4 to 6 veni- 
punctures over a 6 to 8 hour period. The 
procedure is advantageous in that the patient 
is not required to save stools for a 2 to 4 day 
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period. If the stool assay method is used, no 
venipunctures are necessary and time spent in 
the laboratory by the patient is greatly short- 
ened. Either method is adequate if performed 
correctly and may be used depending on the 
preference of the laboratory. 

Example: A 48 year old woman was admitted be- 
cause of chronic diarrhea. She was born and raised in 
the South, and at age 18 had been diagnosed as hav- 
ing “pellagra.” Bouts of diarrhea increased in fre- 
quency over the years and developed into the passage 
of loose, bulky, foamy, foul, light yellow stools. A 
chronic macrocytic hyperchromic anemia was respon- 
sive to folic acid. Following triolein-1131, 8.8% was 
excreted in the stool (normal = under 3%). Excretion 
of oleic acid-1131 was also elevated. Final diagnosis: 
malabsorption syndrome, probably nontropical sprue. 

In many patients with malabsorption, both 
the Schilling test and the fecal excretion of 
triolein-I!*! (or oleic acid-I'**) are abnormal. 

Example: A 68 year old woman, who lived most of 
her life in the tropics, had a long history of steator- 
rhea. The result of the Schilling test was 7.2% of 
vitamin B,,-Co®0 excreted in the urine before intrin- 
sic factor, and almost the same value after intrinsic 
factor. Fecal excretion of triolein-1131 was 6 per cent. 


Final diagnosis: malabsorption syndrome, probably 
tropical sprue. 


Absorption 


The absorption of most substances is de- 
termined by the extent of their presence in 
the diet, rather than by body need. With 
iron, just the reverse is the case. Very little 
iron is lost by excretion (about 0.1 mg. per 
day normally) and hence only small amounts 
for replacement are required by adults. Evi- 
dently a “mucosal block” exists in the intes- 
tine, and iron is absorbed on need. Increased 
iron uptake follows blood loss and can usual- 
ly be demonstrated in hemochromatosis. Gen- 
erally less than 10% of orally administered 
ferrous iron is absorbed (the ferric form does 
not cross the mucosa). Studies of iron absorp- 
tion are complicated by at least three factors. 

(1) Previous loading with iron “saturates” 
the intestinal absorbing mechanism and dim- 
inishes the uptake of iron on following days. 
Hence individuals must be on a diet that does 
not contain an excess of iron. 


(2) Since only ferrous iron is absorbed, the 
conversion of iron to the ferric state invali- 
dates the test. To prevent this, ascorbic acid 
is commonly given orally; this is especially 
important in patients who have achlorhydria. 


(3) Agents in the diet such as phytic acid 
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may bind iron and prevent its absorption. 
Such factors are variable and difficult to 
control. 


Because of the many variants, studies of 
iron absorption are often uncertain and this 
is the least satisfactory of the radioisotope 
procedures used to investigate the gastroin- 
testinal canal. Following the removal of extra 
iron from the diet for at least three days, one 
gram of ascorbic acid is given orally, along 
with charcoal to act as a “marker,” and 25 
microcuries of Fe®® as a ferrous salt. Stool is 
saved until traces of the “marker” are no 
longer excreted. Stool radioactivity is then 
compared with a dose equal to that ingested 
by the patient. 

Example: A 39 year old man with a known duo- 
denal ulcer entered the hospital because of melena. 
On bed rest hemorrhage subsided. A dose of radio- 
iron was administered, and 77% appeared in the stool 
(23% absorbed, compared with a normal value of 
10%). This was compatible with an increased need for 


iron arising from active red cell production after acute 
loss. 


Labeled Red Cell Excretion 


Red blood cells may be labeled in vitro by 

means of radiochromium (Cr°"),? and the pro- 
cedure has been used to determine the circu- 
lating blood volume. Details of the procedure 
and its applications have been summarized.* 
Once red cells labeled with Cr*! have been 
introduced into the vascular tree, their en- 
trance into the gut lumen can be studied by 
collecting and counting stool specimens (since 
Cr! is not appreciably absorbed once it en- 
ters the intestinal tract).® The loss of blood 
into the fecal mass can be calculated from the 
relationship: 
= Quantity of blood in stool 
The normal value is less than 1 ml. of blood, 
as measured by radioactive chromium, in a 5 
day stool specimen. 


The procedure has much to offer when 
quantitation is desired of a chronic slow 
blood loss. During acute bleeding much of 
the material may be retained in the gut 
lumen; hence other methodologies (such as 
the circulating blood volume) should be 
called upon to estimate blood loss. Attempts 
have been made to adapt the RBC-Cr*! tech- 
nic for locating the site of gastrointestinal 
bleeding. The method involves the passage of 
a tiny Geiger-Mueller detector attached to a 
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flexible intestinal tube. As the tube reaches 
labeled red cells which have bled into the ali- 
mentary lumen, an increase in radioactivity is 
detected by the Geiger-Mueller apparatus and 
recorded by a count rate meter. Technical 
problems, delicacy of the detector, its limited 
life, and difficulties with statistical accuracy 
have restricted the use of the procedure. The 
suggestion has also been made that labeled 
red cells be injected into the aorta at the time 
of laparotomy; the appearance of increased 
radioactivity over a segment of the gut would 
indicate the bleeding site. 

Example: An 8 year old girl was admitted because 
of melena. Both the child and her mother had mela- 
notic spots in the oral mucous membrane. The famil- 
ial pigmentation plus x-ray demonstration of multiple 
polyps throughout the gut, established a diagnosis of 
Peutz-Jegher’s syndrome (familial pigmentation and 
intestinal polyposis). A radiochromium blood volume 
determination was normal (1,675 ml.). After acute 
bleeding had subsided, stool collection revealed the 
continued loss of approximately 15 ml. of whole blood 


per day. 
Discussion 

The four procedures described offer some 
insight as to gastrointestinal activities, a sub- 
ject notoriously difficult to study by other 
methods. Additional radioisotope studies have 
been proposed for evaluating alimentary 
function (such as the ingestion of [)31- 
proteins),° but have encountered various 
difficulties. 

When more than one study is to be carried 
out, their sequence of administration is dic- 
tated by the need for particular data. If pos- 
sible, the Schilling test is done first, since the 
radiocobalt is rapidly cleared from the blood 
stream. Iron studies should be the last, as 
radioiron becomes incorporated into newly 
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formed red cells; it thus only slowly leaves 
the blood stream and may interfere with 
other radioisotope studies. 


Summary 


(1) Four procedures utilizing radioisotopes, 
which aid in evaluating gastrointestinal ac- 
tivity, are described and their clinical appli- 
cations mentioned. 


(2) By the use of radioisotope absorption 
studies, the diagnosis of the malabsorption 
syndrome can be greatly strengthened and 
differentiated from defects of enzymatic diges- 
tion. 

(3) Detection of labeled red blood cells in 
stool permits the quantitation of chronic 
gastrointestinal blood loss. 
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Premenopausal Care: The Challenge 


of Gynecology* 


WILLIS E. BROWN, M.D.,t Little Rock, Ark. 


Here is presented a concept whose implementation would have far-reaching results in the 


prevention of both organic and mental disease. 


IT Is INDEED AN HONOR to have served as your 
officer over these past five years and to have 
the privilege of being your Chairman on this, 
the 50th year of celebration. 


This is perhaps too long for one individual 
to have served as an officer—one-tenth of the 
duration of the Southern Medical Associa- 
tion, and approximately one-fifth of the life 
of this Section—yet it has given me certain 
observations and perspectives which I should 
like to share with you. 


The Executive Council of the Southern 
Medical holds an annual breakfast for the 
Section Officers to learn of the problems and 
progress of the individual Sections, and each 
year it has been my happy privilege, together 
with the officers of our sister Section, to re- 
cord a vigorous Section with continuing 
growth and progress, fine programs, active 
discussion, supported by large attendance. 

Not only does this bespeak the interest and 
participation of the physicians in our Sections 
generally, but attests equally to the fine pro- 
grams presented by these sister Sections. I 
should like to pay tribute to our present and 
preceding secretaries, essayists, and discussants 
for the excellence of the programs. 

And finally, I should like to express my ap- 
preciation to the officers of the Southern 
Medical Association, as well as of the Sec- 
tions, both past and present, which have co- 
operated so wholeheartedly with me and my 
predecessors in developing these ever increas- 
ingly popular sectional meetings. 

The Chairman of the Section has many re- 


sponsibilities and a few pleasures along with 
the honor of his office. One of the most cov- 


*Chairman’s Address, read before the Section on Gynecology, 
Southern Medical Association, Fiftieth Annual Meeting, Wash- 
ington, D. C., November 12-15, 1956. 


+From the Department of Obstetrics and Gynecology, Univer- 
sity of Arkansas School of Medicine, Little Rock, Ark. 


eted privileges has been the selection of our 
guest of the Section. I should like to express 
my personal, very great appreciation to Dr. 
Herbert Schmitz, for meeting with us. 

And secondly, is the privilege of addressing 
you on a subject of my own choosing, and I 
propose to indulge myself in this happy duty 
and privilege at this moment. When your sec- 
retary pressed me for a title, I could think of 
none that seemed to appropriately depict my 
theme . . . hence, I suggested the time-worn 
cliche, ‘““The Challenge of Gynecology.’”’ How- 
ever, as I contemplate this title, perhaps it is 
more critical than at first appeared. 

As I have surveyed the essays of my prede- 
cessors, I find the scientific, the cultural, and 
the philosophical elements of our art repre- 
sented. Today I should like to share with you 
a concept, to sell an idea, if possible, to per- 
suade you to develop and implement an effec- 
tive medical program of “premenopausal 
care,” which can, and I trust will, become as 
effective in the health of our patients as pre- 
natal care. 


Let us review briefly the history of this 
truly American concept, prenatal care, to its 
present point of excellence. Early in our 
century the husband came to the physician 
to tell him his wife was expecting and 
“arranged” for his attendance at birth. A few 
years later, it was suggested that the husband 
“bring in a specimen of urine and call me 
when the pains start.” Still later, the wife 
often accompanied her husband to “meet” the 
doctor. I need not belabor you with the pro- 
gressive steps by which our present system of 
planned prenatal care came into being. The 
stimulus was the urge on the part of both 
obstetricians and mothers for a safer journey. 
The prayers of the woman in travail for a safe 
passage through the vale of tears was an- 
swered, not so much by better birthroom care 
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as through greatly improved care and attend- 
ance before labor. 

By these regular prenatal visits, the physi- 
cian establishes both medical supervision and 
psycho-emotional rapport with this woman to 
the benefit of both the mother and her in- 
fant. The effectiveness in prenatal care is 
such that today it is safer to have a baby than 
to cross Main Street. More pregnant women 
are killed by cars than die of the birth 
process. 


If prenatal care can be so effective for the 
parturient, why not premenopausal care? 
What needs to be done to implement this 
concept—what are the obstacles? May I sug- 
gest they may be found in three general areas: 
The physician—the patient—and the public. 

The physician, I believe, poses the major 
problem. His professional orientation is to- 
ward disease; his interview with a patient be- 
gins with the chief complaint. And when 
there is no complaint his routine and think- 
ing patterns are disrupted. It is difficult for 
him to place at the end of his record: 
‘“Healthy—to return in 4 (or 6) months.” 

Secondly, medical ethics in the past have 
prejudiced our efforts to see the normal or 
well patient on the basis of “solicitation.” 
American medicine has frowned on such ac- 
tivities, although all about us this concept of 
preventive medicine is developing. The Chi- 
nese of old retained a physician to keep the 
family well, and might discharge him if ill- 
ness supervened. The follow-up clinics for 
cancer and tuberculosis are illustrations of 
repeated visits without evidence of disease. 
And more recently, chest x-ray units and can- 
cer detection centers are devoted to the med- 
ical survey of essentially normal or asympto- 
matic patients. 


Our colleagues in dentistry have for a long 
time operated under the slogan, “Brush your 
teeth twice a day and see your dentist twice a 
year.” And they send you a reminder of your 
appointment. 

The pediatrician has developed the Well 
Baby Clinic with its preventive innoculations 
and medical care program. The Armed Forces 
have an annual physical examination for of- 
ficers, and commercial pilots are carefully 
checked at frequent intervals. Even policemen 
and firemen are surveyed regularly. 


Yes, the concept of periodic health exami- 
nation is spreading slowly; but what for the 
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premenopausal woman? I should like to sug- 
gest that the physician, by rearranging his 
thoughts and shelving some of his prejudices, 
might establish an effective premenopausal 
care program. 

The patient is ready. The average American 
woman of today is conditioned to periodic 
examinations. Beginning with the premarital, 
prenatal, natal, and puerperal check-ups, she 
is aware of their importance. Today any 
young mother of 30-ish with 3 or 4 children 
has seen her physician more or less continu- 
ously since before marriage. She hears of the 
dangers of cancer; she is aware of vaginal 
smears, and is perplexed to have her physician 
discharge her without a return date. 


And what of the public generally? It is 
slowly becoming aware of the value of peri- 
odic check-up examinations, but by lumping 
all patients together statistically, much of the 
effectiveness of premenopausal care is lost. 
Nowhere can preventive medicine be more 
effective than in women between the ages of 
30 and 60. 


Perhaps the most important group of the 
public that needs education is the insurance 
company. It is prepared to pay hundreds and 
thousands of dollars for disease, but not one 
cent for prevention. This is indeed a ridicu- 
lous situation. It is estimated that it costs over 
$1,000 to treat a patient with cancer of the 
cervix. This would buy 100 office visits at $10 
each, or would purchase 50 years of semi- 
annual examinations. 


Prevention is a well established concept in 
most walks of life, but regretfully not so in 
medicine. We all have monthly or quarterly 
inspection and service on our dictaphones and 
other office machines, and we take our car in 
for inspection and service each 1,000 miles. 
Our homes have termite inspection; we have 
fire inspection in our hospitals and other 
public buildings; inspection, service, and pre- 
vention go hand-in-hand. The public must re- 
quire and the insurance company must pro- 
vide Inspection, Service, and Prevention. 


The rewards of a premenopausal care pro- 
gram are difficult to calculate or contemplate. 
In the realm of organic disease, and particu- 
larly malignancy, the major areas of concern 
are unique in that they are silent clinically, 
within reach of the examining finger, and in- 
volve dispensable tissue. Carcinoma of the 
breast, uterus, ovary, and rectum are silent in 
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their curative state, and are usually incurable 
once the disease has advanced to the produc- 
tion of symptoms that might lead the patient 
to seek medical care, These four lesions ac- 
count for 80% of tumor deaths in women, 
and are second only to the automobile as 
causes of death of women in this age group. 


And most important, and fortunately, each 
of these organs can be palpated and inspected 
by simple office procedures,—we do not need 
research to find new cures for cancer of the 
cervix. We have it within our hands to 
change the cure rate from 40% to 90% with- 
out a single new discovery, through the use of 
periodic examination or premenopausal care. 
This, and this alone, will salvage more lives 
of our women patients than any new advan- 
ces or discoveries in cancer therapy, potential 
or likely, within the next 100 years. 


But I do not wish to dwell on the cancer 
question, important as it is, for there are 
other dividends to be sought in premeno- 
pausal care. What of the emotional and sex- 
ual adjustments required of these women as 
they drop the halo of motherhood and as- 
sume the mantle of grandmotherhood? How 
many disorganized lives could be stabilized by 
the guiding hand of the physician in these 
critical times, shots for hot flashes are not 
enough. These women need more, and as the 
generation of young mothers reach the ma- 
tron stage, they will demand the same medi- 
cal, emotional, and educational support to 
which they have become accustomed during 
their pregnancies. 

If we can be agreed that premenopausal 
care is both a desirable and necessary func- 
tion of medicine, how can it be implemented? 
May I suggest that the stage is set—the pa- 
tient, and largely, the public are waiting for 
the physician to take his logical and rightful 
place of leadership. 


Perhaps the most difficult for the physician 
to accomplish is to reorient his thinking away 
from the “chief complaint,” and secondly, 
never to discharge a woman patient. 


Routines are wonderful things, they save us 
time and even save us from thinking. What 
would be a satisfactory schedule for these pro- 
grams of “routine check-ups”—these “peri- 
odic examinations’—this “premenopausal 
care?” May I suggest my own schedule for 
your consideration? May I explore these 
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thoughts under three general heads: fre- 
quency, content, and disposition. 

How often should these life partners of 
ours be surveyed for medical care? This obvi- 
ously varies with age and status, but may I 
suggest that our young daughters be seen at 
least once during their adolescence. The pre- 
marital examination (required by most states) 
is an excellent opportunity to re-check. Then 
comes the pregnancy cycle with its increasing 
frequency of consultation ending in the birth 
episode itself. This is logically followed by 
the hospital puerperium and then check-up 
examinations and care until normalcy is es- 
tablished. In my practice, the interval of sub- 
sequent examinations is lengthened to yearly 
visits until the next pregnancy cycle, or until 
the woman is 35 years of age. At this time, the 
frequency or interval of examination is in- 
creased to 2 to 3 times a year, depending on 
the findings and suspicions. This interval is 
continued through age 65 or 70. By this age, 
the advantages of early detection or the op- 
portunities of prevention decrease, and it 
seems feasible to alter the interval to a yearly 
survey. 

Thus the patient is never discharged—only 
the interval between consultations varies. 

And what is the content of this consulta- 
tion? The most difficult aspect of this effort 
is the reorientation of thinking away from the 
chief complaint and the devolpment of a 
technic of anamnesis that permits sampling of 
sensitive areas. Just as we have established 
minims for prenatal examinations, so I be- 
lieve there are minims in premenopausal 
examinations. First, (since I am a gynecolo- 
gist) I begin with a brief survey of the repro- 
ductive history (in many instances, this would 
be well known to the physician). This should 
be followed by a brief review of the various 
system complexes, cardiovascular, gastrointes- 
tinal (including nutrition metabolism and 
weight change), urinary, and psychological- 
emotional. The examination may be as exten- 
sive as the physician wishes, but must spot- 
check certain critical and silent areas. The 
breast, the heart and blood pressure, the ab- 
domen and the pelvis (including the rectum) 
must be explored by both palpation and in- 
spection. Certain laboratory aids are of great 
help,—especially the urine, hemoglobin or 
hematocrit, and the vaginal smear. Special 
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studies such as EKG, N.P.N., and others may 
be useful on indication or as routine. 

Having made this survey, what disposition 
is made? This obviously will vary with the 
circumstances, the physician, and the patient. 
In my own case, if nongynecologic problems 
are found, referral and consultation is recom- 
mended, and indicated gynecologic treatment 
is advised. If no significant disturbance is 
found, the patient is so informed and an ap- 
propriate return date is suggested. May I em- 
phasize—she is not discharged. 

Who should be responsible for this medical 
function—for continuing or periodic exami- 
nation, for premenopausal care? In my judg- 
ment, it is any interested physician who will 
take the time and who will develop and fol- 
low a plan. I believe the obstetrician-gynecol- 
ogist to be best suited by temperament and 
experience for this function in women, and 
especially for maintaining continuing contact 
with his own patients. 

In doing so, however, he assumes certain 
responsibilities—responsibilities to woman- 
hood in general as well as his patient. We 
have placed much emphasis on education for 
motherhood—what of education for grand- 
motherhood? We have parents’ classes— 
where are our menopause and climacteric 
classes? 


The physician, together with lay organiza- 
tions, has a responsibility to womanhood,— 
where the opportunity and prospects for suc- 
cess are spectacular, and should spur us on to 
immediate implementation of premenopausal 
care plans. 
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Summary 


In summary, I should like to propose a 
plan of premenopausal care. I would that we 
had someone to popularize a slogan which, 
with apologies to the dentists, might be: 
“Take a douche twice a month—see your 
gynecologist twice a year.” 

Our outmoded code of ethics needs revision 
so that we may overtly encourage the well 
woman to return to our consultation rooms, 
never to discharge her from our surveillance, 
only lengthen the interval. 

We have within our grasp today a technic 
for enhancing the cure-rate of genital cancer 
from 40% to 90 per cent. We need not wait 
for new discoveries—periodic examination is 
that tool and is available now. 

Tremendous dividends are available in en- 
hanced functional and emotional health of 
our patients, resulting from a well developed 
premenopausal care program. 


We must assume our proper role of leader- 
ship in the education of the physician, the 
patient, the public, and especially the health 
insurance companies that prevention (and 
early detection) is cheaper and better than 
treatment. 


And finally, if we educate women to expect 
premenopausal care, physicians will imple- 
ment such a program. 

This is the challenge of gynecology—to 
make the menopause as safe as motherhood. 
Preventive gynecology is the hope of happier 
and healthier grandmothers. Let us address 
ourselves to this task. 


. 


The Colostomy: Technic, Management 


and Complications* 


A. F. CASTRO, M.D., Washington, D. C. 


The problems of colostomy, both for surgeon and patient have been considered. 
The advantages of the single barrel type are urged. 


A covostomy is a lifesaving procedure, and 
as surgeons we must realize and cope with 
the emotional as well as the functional dis- 
turbances that a patient having a colostomy 
goes through, particularly in the early post- 
operative stages. This is why any suggestions 
in the management of a colostomy, or changes 
in surgical technic which seem to have merit, 
thereby decreasing the difficulty in adjust- 
ment to a colostomy, are well received by 
both patients and surgeons. Many patients 
with colostomy, as well as surgeons in this 
field of work, have contributed to our under- 
standing of the indications and the physiologic 
behavior of a colostomy. 


At the Proctology Clinic of Washington, 
we have found that the principle indications 
used in doing a colostomy are three: (1) ob- 
struction from tumors of, or about the colon, 
(2) to safeguard a difficult anastomotic proce- 
dure, and (3) when it is necessary to resect 
all the bowel, distal to the site of colostomy. 
Other indications have been,—massive peri- 
neal infection, extensive rectovaginal or sig- 
moidovesicle fistulas, and injuries to the 
rectum. 


The literature on colostomy is voluminous 
and many modifications of the original single 
or double barrel colostomy have been re- 
ported. Three or four of the procedures we 
use are described subsequently in short fash- 
ion only, because we are all familiar with 
them. 


Types of Colostomy 


The first one to be described is the simple 
lateral vent, which is made principally in the 
cecal area and which may, or may not re- 
quire a large catheter for its function. Usually 
the bowel is left in the abdominal cavity 


*Read before the Section on Proctology, Southern Medical 
Association, Fifty-First Annual Meeting, Miami Beach, Fla., 
November 11-14, 1957. 


and only the catheter is brought out through 
the abdominal wall. Occasionally, a part of 
the anterior wall of the cecum or the entire 
appendix is utilized and exteriorized. 

A second procedure is the one used mostly 
in emergencies and called the loop colostomy. 
Usually some object is required under the 
loop to prevent its retraction into the ab- 
dominal cavity after exteriorization. We use 
a glass rod. This type of colostomy is made 
with the transverse or sigmoid colons as the 
mesentery of these parts is usually long 
enough to allow exteriorization. In cases of 
severe distal obstruction, we prefer the loop 
colostomy to the cecostomy type since the 
diversion of the fecal stream is more com- 
plete with the loop. Also, the morbidity and 
mortality from either one of these procedures 
is comparable. The mortality has been zero. 

The third type of colostomy we use is the 
terminal single barrel type. This is made 
when the distal bowel is resected and there 
is no chance for an anastomotic procedure. 
A terminal piece of bowel is left protruding 
from the abdominal wall and it becomes a 
point for further difficulty. 


Complications of the Single Barrel Type 


I wish to concentrate on the complications 
encountered with the terminal single barrel 
colostomy, because the other two types men- 
tioned, the cecostomy and the loop colostomy, 
are usually temporary ostia and will subse- 
quently be closed. 

The principal complications of terminal 
colostomy, as found in our files, can be di- 
vided into two types,—those dependent on 
the anatomic construction of the new anus, 
and those apparently not related to the man- 
ner in which the artificial ostium is made. 


The ones dependent on the construction 
of the colostomy were: (1) stricture at skin 
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or fascial level; (2) retraction; (3) prolapse; 
(4) hernia around the protruding bowel; (5) 
necrosis of the terminal end segment; and 
(6) fistula formation. 

It is easy to understand that too narrow 
a tunnel through the abdominal wall will 
cause stricture and even necrosis of the trans- 
planted colon, that a redundant segment of 
colon may prolapse, or a tense bowel may 
retract, that a large opening may lead to 
hernia, and that a suture through the bowel 
wall will cause a fistula, but the explanation 
of the strictures found at the skin level later 
on in the follow-up period of these patients 
was more difficult to comprehend. It also 
happened to be the most frequent complica- 
tion encountered in our files. It was not until 
1951, when several articles appeared in the 
literature describing the direct method of 
suture between the wall of the colon and 
the skin of the abdominal wall, that we be- 
came interested in the mucocutaneous pri- 
mary suture method.:? We first used this 
method, with excellent results, on several 
patients with chronic colostomy strictures. 
Since then we have employed mucocutaneous 
primary colostomy suture in 18 cases of ab- 
dominoperineal resection. The first operation 
was performed in 1953, the last one in 1957. 
The procedure is similar to the one described 
by Crider and Neubeiser! in which a circular 
plug of skin and subcutaneous fat is removed 
from an area about midway between the 
anterior superior iliac spine and the um- 
bilicus, in the left lower abdominal quadrant. 
The fascia of the external oblique muscle is 
split crisscross, the muscles separated by a 
blunt instrument, and the peritoneum sub- 
jected to similar treatment as the oblique 
fascia. The colostomy is brought out through 
this opening. The mesentery of the colon is 
attached to the lateral abdominal wall to ob- 
literate the peritoneal space in the left gut- 
ter. A circular group of interrupted sutures 
is placed at the peritoneal exit of the co- 
lostomy, attaching the bowel to the peri- 
toneum, and interrupted sutures are used to 
approximate the cut end of the colon to the 
round defect in the skin. 

By this method, we have not observed the 
formation of a stricture at the skin or fascia 
level. Prolapse, and development of hernia- 
tion about the colostomy site have also been 
absent. One case of retraction did occur, re- 
quiring surgical correction. 
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The complications that did not seem to 
be secondary to the construction of the co- 
lostomy were: (1) formation of adenoma at 
the mouth of the colostomy, (2) perforation 
by the patient with the irrigation catheter, 
(3) skin irritation, and (4) stricture by ad- 
jacent carcinomatous metastases in the ab- 
dominal wall. 


The Patient and the Colostomy 


There is one other complication to co- 
lostomy which is of greater importance to 
the patient than to the surgeon. That is the 
difficult mental and physical readjustment 
the patient has to make so he may return to 
his fellow men as a nearly normal individual, 
and be able to carry on with the daily work 
as done prior to the operation. 


These individuals must be constantly in- 
structed in the management of the colostomy 
during their hospitalization and, perhaps 
when it is more important, immediately after 
returning home. Anything that will raise the 
patient’s morale and show him that he has 
not been abandoned by his surgeon will make 
his life easier during that time. During the 
hospital stay the problems that arise seem 
small when compared with the first few days 
at home. 


Our patients are instructed in the method 
of irrigation best suited for them. This may 
be a daily irrigation, or one every other day 
only, usually after breakfast and requiring 
about one hour for complete evacuation. Any 
hurry at this time may result in the passage 
of feces later in the day and lead to social 
insecurity. 

The irrigating apparatus is simple, and con- 
sists of, (1) a quart collapsible enema bag 
with its long rubber tube, (2) a size 26 F. 
catheter, (3) a thick cellophane type, large 
tubular bag, open at both ends and attached 
to the abdomen by means of a belt, in turn 
fastened to a metal ring that fits around the 
colostomy. One open end of the bag is used 
to insert the catheter for irrigation, the other 
end drops into the commode for direct elimi- 
nation of the waste products. A small wash- 
cloth is wrapped around the catheter about 
5 inches from the end to be inserted into 
the colostomy to prevent reflux of water 
while the enema is being given. Gentle man- 
ual pressure on the cloth against and around 
the colostomy is usually sufficient to accom- 
plish this objective. 
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Occasionally a patient will prefer not to 
irrigate, but these individuals are subject to 
accidental soilings and must use a colostomy 
cap. Most of the patients who use irrigation 
are free of accidental soiling, and only need 
to wear a 4 by 4 inch square of gauze or ab- 
sorbent paper, covered by a similar sized im- 
permeable membrane, all held in place by an 
elastic abdominal binder. 


A constipating diet is preferable at first. 
Gradually, other foods may be added to the 
diet and the capability of each particular 
patient to eat a more or less regular diet is 
established. We must remember that each 
patient is an individual and foodstuffs tol- 
erated by one may be laxative to another. 
Usually, fresh corn, beans, greasy foods, 
onions, fried foods, or much seasoning are 
contraindicated in cases with colostomy. Bulk 
formers are excellent in many cases and will 
reduce diarrhea, as will bismuth, paregoric, 
or tincture of opium. Emotional disturbances 
are a frequent cause of diarrhea and the 
patient should be treated accordingly. Often 
an excellent helping hand can be offered by 
another patient with a well regulated co- 
lostomy. 


Summary 


In conclusion, we must continue in our 
endeavors to make the patients with perma- 
nent colostomies more and more a part of 
the normal working population. Continued 
interest should be shown in the patient by 
the responsible surgeon. Improvements in the 
anatomic, as well as the physiologic function 
of the colostomy, should always be sought to 
decrease mental as well as functional dis- 
turbances. 


The advantages of primary mucocutaneous 
suture of the colostomy are presented as seen 
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in 18 cases in which this procedure was fol- 
lowed. 
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Discussion (Abstract) 


Dr. Edgar Boling, Atlanta, Ga. It is well that Dr. 
Castro brings the subject of colostomy to our atten- 
tion again. Three years ago Dr. Martin Marino was 
the guest speaker at this Section and presented an 
outstanding paper on the modern care of colostomy. 
Today the speaker is concerned mainly with the 
technic and complications of colostomy as well as its 
management. There is still a widespread morbid and 
gloomy concept of the colostomy by both the pro- 
fession and laity. This concept has not been changed 
by our textbooks nor by the voluminous literature 
advocating radical surgery for the cure of cancer. 
Those of us who follow the course of these patients 
for years know that these patients are not doomed 
to a mere existence but continue to lead well ad- 
justed lives. (Colored pictures were projected to show 
the stage of maturity of the colostomy from operating 
table through one month, 3 months, 6 months, one 
year, 3, 4 and 5 years, respectively. These cases in- 
cluded a grocery man, a dental assistant who stands 
by a dental chair 8 hours daily, and a swimming in- 
structor at the Y.W.C.A.) 


While the use of the mucocutaneous suture would 
speed up the maturation of the new stoma, it would 
still be contraindicated in the “poor risk” case where 
plastic repair would be done later as an elective 
procedure. The stricture at the site of colostomy has 
occurred in not more than 5% of our cases, and this 
can be handled, as demonstrated in one of our cases, 
with wedge-shaped plastic repair even a year after the 
original operation. The use of the Daniel clamp on 
the colostomy at the time of operation has given 
excellent results and we have seen no cases of retrac- 
tion after its use. In addition to the complications 
mentioned by Dr. Castro, we have seen diverticulitis 
occur in the sigmoid segment close to the colostomy. 
This possible complication should be considered at 
the time of the original colostomy and areas with 
diverticulosis not used for the colostomy stoma. 
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Replacement with Prosthetic Femoral 
Head as a Salvage Procedure’ 


A. N. TAYLOR, M.D., and PHILIP J. FAGAN, M.D., Anniston, Ala. 


The authors believe that old persons having had nonunion of fractures of the femoral neck or even 
in certain fresh fractures may gain much by the insertion of a prosthesis as a femoral head. 


WE HAVE NO ARGUMENT with those who be- 
lieve that a solidly healed fracture of the neck 
of the femur with a live head is ideal, follow- 
ing fracture of the upper end of the femur in 
an elderly person. In our small series we have 
used replacement of the femoral head as a 
salvage procedure in elderly patients who 
were ambulatory prior to injury, and in those 
in whom there was no primary deformity of 
the acetabulum. In our experience the most 
successful candidates for rehabilitation by 
this procedure are those who really have a 
desire to walk, and those who will eat reason- 
ably well. 


In this series, there were 17 replacements of 
the femoral head in 16 patients. 


The indications were as follow. There were 
8 primary replacements of the head for high 
fractures of the neck of the femur. The aver- 
age age of the patients in this series was 83 
years. One patient died 30 days postopera- 
tively of a cerebrovascular accident. The 
average number of days after operation at 
which the patient began partial weight bear- 
ing, as shown in table 1, was 12 days. The 
average stay in the hospital was 23 days. 


Results were as follow. One patient was 
lost to follow-up. One patient was walking 
with a walker when he died relatively sud- 
denly of a cerebrovascular accident 4 months 
postoperatively. Of the remaining 5 patients, 
3 are walking without the assistance of a 
cane, and 2 are walking with the aid of a 
cane. The following illustrations are repre- 
sentative cases of this group of patients. 

Figure 1 reveals a relatively high fracture of the 


neck of the femur in a 74 year old woman for which 
a primary femoral head replacement was done. 


Figure 2 shows the prosthesis, in this patient, in 
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FIG. 1 


place in considerable valgus, which we believe is the 
preferred position. 


Figure 3. This 82 year old woman has a high frac- 


FIG, 2 
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TABLE 1 
GROUP I 
Case Days Postoperative Hospital 
No. ige Complications Weight Bearing Days Results 
2 78 0 20 30 Died 30 days after operation 
of cerebrovascular accident 
8 74 0 6 12 Walking 
5 80 0 8 12 Walking in walker, died of 
cerebrovascular accident 4 mos. 
after operation 
6 89 0 N.W 1 Lost to follow-up 
10 85 0 9 67 Walking with 
cane 
&5 0 21 10 Walking 
12 88 0 15 31 Walking with 
cane 
13 82 0 7 ll Walking 
FIG. 3 6). She recovered without any appreciable difficulty, 


ture of the neck with considerable shortening. A pros- 
thesis was inserted primarily. 

Figure 4 shows the prothesis in place with some 
evidence of motion and settling of the prosthesis. The 
stem protrudes from the lateral side of the femur 
more than it did immediately after operation. This 
examination was made $14 years after insertion of the 
prosthesis. The patient is walking without any exter- 
nal support. 

One patient had a bilateral fracture of the 
femoral neck due to radiation necrosis. This 
patient had degenerative uterine polyps 
which were questionably malignant on path- 
ologic study. Two courses of x-ray therapy 
were given, and 18 months later she began 
complaining of pain in the right hip. The 
right hip was fractured in 1953 and the left 
in 1954. 

Figure 5 shows a high pathologic fracture of the 
right femoral neck in this 68 year old woman. 

A replacement of the femoral head was done (Fig. 


and was walking satisfactorily with the aid of a cane. 
One year later she complained of pain in her left hip. 

Figure 7 reveals questionable evidence of a patho- 
logic fracture developing in the subcapital region of 
the femur. The patient was kept off weight bearing, 
and subsequent x-ray exposures were made. 

Figure 8 shows the x-ray film made 2 months later, 
revealing definite evidence of fracture and displace- 
ment of the left femoral head, in relationship to the 
neck. A replacement of the femoral head was done. 
She developed an intestinal obstruction postopera- 
tively, for which she was treated conservatively for 12 
days with intubation. At laparotomy very dense adhe- 
sions were encountered throughout the lower abdo- 
men. The sigmoid colon was entered while trying to 
free the bowel. The patient died 24 hours later with- 
out recovering from surgical shock. 


In the group, represented by table 2, there 
were 7 cases in which replacements of the 


FIG, 4 
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femoral head were done for nonunion or an- 
ticipated nonunion of fractures of the neck 
of the femur. The average age of patients in 
this group is 71 years. The average period of 
time between the original fracture and _ re- 
placement of the femoral head was 9 months. 

Complications were as follow. In one in- 
stance, a subtrochanteric fracture of the in- 
volved femur occurred during manipulation 
of the hip at the operating table. After the 
prosthesis was inserted the patient was kept 
in traction for 8 weeks. Following this the 
fracture was healed satisfactorily, and the pa- 
tient was begun on a program of exercise and 
walking in an invalid type of walker. The 
average riumber of days following operation, 
before weight bearing was begun in_ this 
group was 28 days. Thirty days was the aver- 
age hospital stay for the group. Results: one 
patient was lost to follow-up; 3 patients were 


TABLE 2 


GROUP IIL 


Months Elapsed 


Case from Fracture to Days Postoperative to Hospital 
No. Age Complications Head Replacement Weight Bearing Days Results 
1 78 0 4 15 32 Walking with 
cane 
4 69 0 12 $1 $2 Walking 
7 70 0 10 15 32 ' Walking 
8 76 0 2 N.W 5 ? 
rf) 68 0 12 13 28 Walking with 
invalid walker 
14 70 Subtrochanteric 17 90 62 Walking with 
fracture at operation cane 


15 64 0 4 8 15 Walking 


an 

— 
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FIG. 8 


walking without the aid of a cane or other 
support; 2 patients were using a cane; one 
patient was walking with the aid of a walker. 
The following illustrations are representative 
cases in this group. 


Figure 9. Twelve months after multiple pins were 
inserted in this fracture of the femoral neck in a 68 
year old female diabetic patient, the pins have cut 


FIG. 9 
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into the acetabulum. There is nonunion with a loss 
of the neck. This patient had a replacement of the 
femoral head as shown in figure 10. There is consider- 
able bone atrophy about the upper end of the femur, 


FIG. 11 
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and the bone is of poor quality for supporting any 
type of prosthesis; however, this patient is ambulatory 
in an invalid walker. 

Figure 11 shows the inadequate fixation following 
a fracture of the femur in a 78 year old woman. 
The nail cut into the acetabulum, and 4 months later 
it was thought that nonunion was imminent. The 
head of the femur appeared to be undergoing aseptic 
necrosis. A replacement of the femoral head was done, 


and this patient is now walking with the aid of a 
cane. 


Discussion 


In this small series of patients, there have 
been no failures in the use of prostheses. 
There have been no wound infections, nor 
mechanical failures such as dislocation or cut- 
ting out of the prosthesis. The operative pro- 
cedure, in our opinion, is slightly more exten- 
sive than closed reduction and internal fixa- 
tion of a fractured neck of the femur. The 
anesthesia time is usually less than one hour. 
We have used general endotracheal anes- 
thesia, with the patient in the lateral recum- 
bent position, and with the involved lower 
extremity draped free. Some of the important 
points in operative technic are as follow. 

1. Adequate exposure of the hip joint, preferably 


through a Gibson type approach. 

2. Detachment of the abductors near the greater 
trochanter. 

3. Extensive cruciate incision of the anterior portion 
of the capsule of the hip. 

4. Facing of the neck for seating of the prosthesis. 

5. Accurate measurement of the head removed and 


replacement with a prosthesis of approximately the 
same size. 


6. The prosthesis should be placed in valgus and in 
the same frontal plane as the neck of the femur prior 
to injury. 

7. Provide adequate length of the neck. 

8. Secure closure of the capsule. 


9. Secure attachment of the abductors with the ex- 
tremity in abduction. 


10. Do no plastic work on the acetabulum. 
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The postoperative care of these patients, in 
general, is very simple. Immediately after 
operation, the legs are kept in abduction by 
three to four pillows between the knees at all 
times. The patient is turned in bed frequent- 
ly during the first few days, and as soon as 
the patient will tolerate it, abduction exer- 
cises of the involved hip are begun. We use a 
plywood board with a skate attached to the 
patient’s leg to cut down on the resistance 
when abduction exercises are first started. 
These are usually begun within the first 
week. Sutures are removed from the wound 
in two to three weeks. The patient is gotten 
into a chair with the legs in abduction, usual- 
ly after the third postoperative day. Weight 
bearing is begun in an invalid walker as soon 
as the patient develops a little abductor 
power, and as soon as the patient will tolerate 
any weight bearing. This is usually within 2 
weeks. 


Conclusions 


We have been well satisfied with our re- 
sults in replacement of the femoral head, 
when used as a salvage procedure in elderly 
individuals. We believe that more should be 
done for primary fractures of the neck of the 
femur, particularly when these fractures are 
high, and when the fracture line is in adduc- 
tion. We believe that many elderly patients 
who are scarcely able to maneuver under 
their own power, before they fall and sustain 
a fracture of the neck of the femur, may be 
salvaged by replacement of the femoral head. 
In this way they will become ambulatory 
quickly; these are not good candidates for 
walking long distances or over rough surfaces. 
However, they are able to do the necessary 
thing, such as going to the bathroom and 
going to the table to eat, with little or no 
assistance. 
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Bone Reaction to Stainless Steel 


Fixation Material’ 


JOHN E. BURCH, M.D., Miami, Fla. 


The author raises the question of electrolysis as a cause of reaction in bone 


attendant to the use of metallic fixing devices. 


THE INTEREST IN THE ACTION Of metal when 
firmly planted in bony tissue and its resultant 
reaction has been the subject of many papers, 
and the subject of much research in this 
country and abroad. 

I hesitate to add my thoughts on the subject 
since the cases to be reported do not make a 
large series. I am reporting them merely to 
create interest in the investigation of the 
various alloys that are used in the open 
treatment of fractures. Thereby we might 
have better safeguards, and more _ rigid 
standards might develop in the manufacture 
and processing of these appliances in the 
future. Certainly we should demand as much 
rigid inspection in testing metallic appliances 
as we would expect in the standard and model 
food and drug laws. Such standardization 
must come about through the cooperation of 
the orthopedic surgeons and the various surgi- 
cal manufacturing companies. 

The early work in the investigation of re- 
action of bone to metal was described and 
thoroughly discussed in this country by 
Venable, Stuck and Beach,' in 1936, who 
pioneered in the investigation of the use of 
metallic devices for osteosynthesis in ortho- 
pedic surgery. In spite of this very careful 
preliminary investigation which fully covered 
the subject, we are still having some difficulty 
with metallic fixative material. In my opinion 
the difficulty lies in the steps in manu- 
facturing, and possibly in the various methods 
of machining and tooling these devices, and 
not in the operative technic nor carelessness 
on the part of operating room personnel. 

The early development of metallic ap- 
pliances was probably initiated by Lane of 
London. At this time manufacturers made 
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all kinds and shapes of beautiful bone plates 
and screws, which became all the rage in 
1910, and in subsequent years. Everyone was 
using them, opening fractures and _ fixing 
them with metallic devices. The wounds 
often became infected and often resulted in 
tragedies. Finally the stage was set for ex- 
ternal fixative devices, and many inventive 
geniuses began attaching their names to 
various gadgets to pull the bone fragments 
into proper position and alignment. The 
results of Venable and Stuck’s work empha- 
sized the inertness and passivity of the cobalt 
chrome alloys, which were electrically neutral 
and should cause no disturbance within the 
body tissues. This metal, however, is hard 
and limited in its application, because the 
article has to be separately cast and is ex- 
tremely hard to machine or mill. Stainless 
or rustless steel, on the other hand, is not as 
neutral electrically, but is extremely easy to 
machine, easily made, and can be made at 
less cost. 

Before attempting an open procedure in 
which metal is to be used, we should pay as 
much attention to the chemical analysis of 
the metal as we do to our meticulous detail 
in the surgical steps of the procedure. I feel 
that the criteria for the metal appliance 
should include that it be electrically neutral 
and entirely passive in the presence of the 
body fluids, and sufficiently rigid and strong 
to do its part mechanically. It should retain 
its molecular veil of passivity in the presence 
of agitation and friction, and remain com- 
pletely passive in vivo. (With these principles 
in mind, I believe that osteosynthesis with 
metallic fixative devices may be approached 
with greater confidence and better end 
results.) 


The metal known as SMO stainless steel 
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was developed by the steel industry working 
with the American Academy of Orthopedic 
Surgeons, the Association of Military Surgeons 
and the Bureau of Standards. Research and 
development on this metal was done early in 
World War II. 

Nearly all manufacturers of fixative devices 
employing rustless steel list a specific chemical 
analysis of the material on the purchase order 
when they order the raw steel, bars and rods, 
from the various steel companies. The steel 
company in turn is supposed to send a certi- 
fied analysis on the raw stock with each 
shipment. Then the material is placed in 
the storeroom, and each bar of steel is painted 
with a color designating the chemical analysis 
of the metal. Each bar or rod is then care- 
fully stored in the appropriate bin in the 
manufacturers storeroom. Spot checks are 
usually made during the actual manufacturing 
process to insure that only true SMO metal 
is being used for implants or fixative devices. 
Further studies on the finished product are 
made after the machining is completed. This 
includes x-ray analysis, removal of burrs and 
surface defects by electropolishing, and the 
determination of faults in the metal by x-ray 
and by the zyglo penetrex procedure. Bone 
screws are hand picked with an instrument 
to remove burrs and chips, and wire brushing 
removes larger burrs. Electropolishing is a 
method of making the metal electrically 
passive, which means the removal of all 
surface deposits of foreign metal. Electro- 
polishing is actually the opposite process of 
electroplating. In electroplating electricity is 
used to add a thin film of metal to the bare 
or base metal. In electropolishing electricity 
is used* to remove any film or metallic 
substance that may be deposited on the skin 
of the metal surface. 


Case Reports 


Case 1. A 65 year old white woman fell at home 
with a resultant intertrochanteric fracture of the right 
hip. She was admitted to the hospital, and after a 
period of preliminary traction open reduction of the 
intertrochanteric fracture was done, using a 3% inch 
Jewett type nail, stainless steel variety. Routine 
wound closure was used. 

She made an uneventful postoperative recovery. 
X-ray films after reduction show the intertrochanteric 
fracture in good position and alignment, with the 
nail well placed and of the proper length. She was 
discharged from the hospital on July 5, 1952. In 
October, the patient was permitted gradual bearing of 
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weight. She had some pain and discomfort in the 
right knee as a result of a moderate degree of 
degenerative arthritis. Gradually there was complete 
union of the fracture (Fig. 1). 

She was not heard from until she developed pain 
and discomfort in the right hip region in December, 
1955. The patient was ambulatory and had full use 
of her limb with no restriction of motion of the hip 
or knee. (The type of appliance used was by a 
manufacturer employing the term stainless SMO.) 

Examination revealed some tenderness over the 
outer side of the right hip in the region of the 
greater trochanter. There was no redness of the 
skin, but deep tenderness over the base of the nail. 
The x-ray examination revealed the intertrochanteric 
appliance in the right hip with no evidence of re- 
action about the screws. The fracture appeared 
solidly united. General physical findings were es- 
sentially negative except for hypertension. The blood 
count was normal, including the WBC and differ- 
ential, Hgb. and RBC. 

On May 15, 1956, the patient re-entered the hospi- 
tal and the metallic appliance was removed. The 
screws were removed without difficulty. On inspec- 
tion of the base of the trochanter, the site of pene- 
tration of the nail, the soft tissues were considerably 
discolored being brownish in color and having the 
appearance of iron rust. A section of this tissue was 
taken for histologic examination. There was no evi- 
dence grossly of reaction about the screws or of the 


FIG. 1 


(Case 1) Intertrochanteric fracture of femur with Jewett-type 
nail in place after reduction. 
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plate itself. However, on inspection of the Jewett 
nail at its inferior surface, near the junction of the 
base of the nail and the plate, there was considerable 
barnacle-like formation of metallic oxide, apparently 
due to electrolytic reaction of this metal. There was 
no evidence of any adventitious bursa. One of the 
screw holes showed a greenish color which resembled 
a copper oxide reaction. Closure was routine after 
thorough curettement and irrigation of the soft tissues 
and the screw holes. The patient made an uneventful 
recovery. At the present time she is relieved of 
pain and discomfort, and can sleep on the right hip 
without any pain. 

The histologic report of the tissue describes several 
fragments of soft, firm, reddish-brown tissue. On 
section, some of these contained a dark purplish-green 
material. Microscopic sections showed connective 
tissue with scattered deposits of brown and blue 
pigment. Brown pigment was present within the 
numerous macrophages and multinucleated giant 
cells that infiltrated the tissue. Prussian blue stains 
were strongly positive. 

Diagnosis. Foreign body reaction, extracellular and 
intercellular iron deposits. 

Case 2. The patient, a 30 year old Negress, was 
first seen in September, 1956. She had a complaint 
of tenderness and pain in the middle third of the right 
leg. An open reduction of a fracture of the middle 
third of the tibia had been done in August, 1953. 
There was some redness of the skin and some indura- 
tion of the deeper structures of the leg. There was 
no evidence of drainage nor sinus formation. The 
patient described the pain as dull, aching, throbbing; 
she could not work in a dress factory where she 
needed to use an industrial sewing machine. 

The laboratory work showed normal WBC and 
RBC counts and Hgb. She had no elevation of tem- 
perature. 

The patient was admitted to the hospital, where 
x-ray studies of the right leg revealed old healed 
fractures involving the midshaft of the tibia and 
fibula, at approximately the same level in both bones 
(Fig. 2). The tibial fragments had been fixed by a 
plate applied on the lateral side of the tibia, which 
was held in place with 4 fixation screws. There was 
no bone destruction about the plate or the screws. 

The patient insisted on having the metallic fixation 
device removed. I was reluctant to do so unless it 
would completely relieve her discomfort. Consultation 
was had with another orthopedic surgeon. It was his 
opinion that there was some evidence of metallic 
irritation and he recommended removal of the plate 
and screws. 

On Sept. 26, 1956, the fracture area was exposed 
under control by a pneumatic tourniquet. The 
plate was found to be firmly embedded on the 
lateral side of the tibia, and was removed with 
considerable difficulty. It required the use of an 
osteotome to remove the exuberant bone which pre- 
vented the removal of the plate even after the screws 
had been removed. The screw holes were inspected; 
the proximal screw hole showed evidence of metallic, 
electrolytic reaction, consisting of a bluish-green color. 
The screw holes were curetted and irrigated, and the 
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wound was thoroughly irrigated with sterile normal 
saline. Periosteal layers and the subcutaneous layer 
were closed in a routine manner. A compression 
dressing and a posterior splint were applied. The 
fracture of the tibia seemed well healed after re- 
moval of the plate and screws. 

A specimen from the screw hole which showed the 
metallic reaction revealed, microscopically, bone and 
scar tissue containing hemosiderin pigment. 

The patient made a satisfactory postoperative re- 
covery. (She was referred to the physiotherapy depart- 
ment for whirlpool and other procedures, and gradual 
weight bearing.) At the present time she is completely 
ambulatory, has no tenderness or discomfort, and is 
back at work, having been completely relieved of her 
pain and discomfort. 

Futher study of the plate and screws showed them 
both to be of the same metal, stainless steel, rustless 
steel variety. The plate is nonmagnetic, and 3 of the 
screws are nonmagnetic, but one screw is magnetic. 


I believe there was a difference in po- 
tential between the metal in the screws, and 


FIG. 2 


(Case 2) Eggers-type plate. (SMO) with the use of 4 screws. 
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resulted in an electrolytic reaction or (a 
chemical battery) within the bone, resulting 
in chronic pain and discomfort to the patient, 
relieved by removal of the appliance and 
thorough curettement and cleaning of the 
area produced by the electrolytic reaction. 


Discussion 


In summation of the observations from 
these 2 cases, it would be apparent that a 
question arises,—were the plates and screws 
of the same chemical analysis? As far as I 
have been able to learn from the hospital in 
which the operation was done, the materials 
in the plate and screws were of the same 
chemical composition and from the same 
manufacturer. However, it is possible that 
the composition of the screw and plate might 
be from different lots of stainless steel, and 
therefore show differences in electrical po- 
tential. It is my belief that the reactive 
changes between plates and screws of the 
stainless steel variety are actually due to the 
manufacturer’s failure to accurately check 
the batches of screws and to use the same 
type of steel in both the plate and the screws. 


I was able to accurately determine that 
there was difference in electrical potential 
between the screws in the second case. In 
the first case, however, the old lady will not 
part with her hip appliance or the screws, 
since she has requested them as souvenirs, 
and in spite of all my talking and persuading, 
she would not give them to me. 


To quote from Callahan,” “Metal fixation 
of fractures can be accomplished without too 
much risk of serious foreign body irritation if 
certain precautions are observed: 1. Special 
care as to the kind of metal utilized, as well 
as the avoidance of dissimilar metals; 2. Selec- 
tion of a suitable type of appliance, that is, 
structurally sound; 3. Judgment as to whether 
single or multiple pins, screws, or plates 
should be inserted; 4. Choice of the appropri- 
ate technic of insertion. The simultaneous 
use in fixation of metals of different compo- 
sition may set up an electrolytic reaction 
which will lead to irritation of the sur- 
rounding tissues with resultant discomfort, 
increase in risk of infection, and a possibility 
of interference with the bone healing process. 
The re-use of surgical appliances, including 
bone screws and plates, is not recommended, 
and is considered a dangerous procedure.” 


BONE REACTION TO STAINLESS STEEL—Burch 1393 


Repeated bending, with bending irons, of 
a straight bone plate to adapt it to a convexity 
or concavity of a bone surface, may be the 
initial step in producing corrosion fatigue of 
the metal. The repeated bending destroys 
the molecular veil of passivity at the site of 
the bend, and will start the initial process 
of corrosion after it has been implanted into 
the body tissues. Since Venable and Stuck 
originally recommended the use of vitallium, 
it was thought that there should be some 
explanation as to why vitallium appears to 
be more inert and less reactive in the body 
tissues than stainless steel. It is believed by 
most metallurgists that both vitallium and 
stainless steel acquire a passive protective 
film of molecular thickness of chromoxide. 
It is this film which provides much of the 
resistance to corrosion in the body. In the 
stainless steel, the amount of chromium and 
molybdenum is about 18 to 24% by weight, 
while in vitallium it is considerably higher, 
in the neighborhood of 35 per cent. Vitallium 
alloys seem to have the property of self- 
restoring this passive film even under adverse 
conditions. Stainless steel has the property 
to a lesser degree. All stainless steels are not 
of the same chemical composition since there 
are many different types. One, designated 
18-8 stainless steel, contains approximately 
18% chromium and 8% nickel. The addition 
of about 1 to 2% of molybdenum to such a 
steel formula gives an increased resistance to 
corrosion in the presence of chloride ions 
and organic acids which occur in the body 
tissues. Venable and Stuck have stated the 
limits of composition of a satisfactory stain- 
less steel as follows: chromium, 17 to 20%; 
nickel, 10 to 14%; molybdenum, 2 to 4%; 
sulphur, .03%; iron to 100 per cent. Such a 
material and such a base metal is designated 
as number 317 by the American Iron and 
Steel Institute, and is referred to by Venable 
and Stuck as 18-8 SMO. 

Vitallium is a cobalt base alloy and con- 
tains approximately 30% chromium and 5% 
molybdenum. There is a strong possibility 
that some of the failures in metal, and some 
of the reactions about metal may be initiated 
by a combination of mechanical stresses and 
chemical attack from the organic acids in the 
body. So-called stress corrosion cracking, 
corrosion fatigue of metals, apparently are 
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mostly susceptible in the stainless steels. 
Vitallium seems to be resistant to this type 
of failure. 


Conclusions 


1. Two cases have been presented which 
show the results of metallic corrosion fol- 
lowing the use of stainless steel. This type 
of corrosion is, of course, not a common oc- 
currence. Nevertheless, it does occur with 
such frequency that further studies should 
be made of metal which is removed, and a 
critical evaluation made of the metal ap- 
pliance removed. 

2. The corrosion resistance of stainless 
steel depends on such a variety of factors 
that many of them are beyond the control 
of either the manufacturer or the surgeon. 
It should be obvious that transfer of metals 
from the drill point or the screw driver is 
possible, and might also be the early be- 
ginning of an electrolytic reaction. 

3. Continued efforts should be made in 
the development of further metallic alloys 
for use in orthopedic surgery, and it is reason- 
able to assume that the surgeon should know 
as much about the material he puts into his 
patients as he does about the disease he is 
treating. 

4. A certain surgical practice should be 
noted: cold bending of surgical appliances, 
such as plates and rods, to fit the surgical 
need is certainly to be condemned. In many 
instances this may initiate a corrosion crack 
which will later develop into actual electro- 
lytic reaction. 

5. Re-use of metallic devices in implants, 
screws and plates, and other inserts, is not 
recommended because of the accumulated 
stresses which develop in the metal as a re- 
sult of its fixation use in the human body. 
More and more research is needed to develop 
a type of alloy that is consistently inert in 
the human body. This should require rigid 
standardization so that all manufacturers 
would conform to the standardization and 
chemical analysis of the metal to be used in 
these appliances. 
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Discussion (Abstract) 


Dr. R. P. Kelly, Emory, Ga. Let me express my 
appreciation for the privilege of discussing this paper. 
We are indebted to Dr. Burch for the interesting 
manner in which he has presented this important 
topic. 

The following clinical complications may be as- 
sociated with the presence of metallic fixation in a 
fracture: (1) difficulty in closing the wound; 
(2) infection; (3) other healing disturbances, as 
(a) of bone, including delayed union, nonunion, and 
the formation of exuberant callus, (b) of soft tissue; 
(4) pain; (5) proliferation of bone about the metal 
itself; (6) ankylosis of a neighboring joint; and 
(7) malignancy. 

Except for the obvious relationship to difficulty in 
closing the wound, I doubt if we can define in clear, 
simple terms the relation of any of these other com- 
plications to the presence of metal or to such electro- 
lysis or corrosion as may occur. The necessity of 
disturbing the tissues in inserting certain forms of 
metallic fixation unquestionably devitalizes these 
tissues and thus can predispose to impaired healing 
and to reduced resistance to infection. 

The mechanical system we create when we em- 
ploy fixation determines how much strain is born 
from bone to metal through other metal and back to 
bone. In other words, the better our mechanics, the 
greater the extent to which the stress of weight 
bearing or of muscle action is dissipated in the bone 
itself, rather than in the metal or at the contact point 
between metal and bone. Fortunately, this same 
mechanical arrangement which reduces the stress in 
the metal promotes healing of the bone. This has 
been clearly demonstrated by the work of Eggers, 
and examples of it are commonplace in everyday 
orthopedic practice. Not only does these mechanics 
reduce the stress in metal and promote healing of 
bone, but it reduces one of the factors promoting 
electrolysis. 

Ferguson and Laing list these factors as promoting 
electrolysis or corrosion: differential oxygenation, 
fretting corrosion, electrolytic gradients, stress and 
strain, metal transfer, pH and redox potential, and 
mixed metals. 

Of the foregoing long list, many today are beyond 
the control of the orthopedic surgeon. The mechanics 
he creates is his direct responsibility and, in my 
opinion, has far more profound prognostic bearing on 
the outcome of the surgical insult he produces. 

Dr. M. H. Bloomberg, Elkins, W. Va. I want to 
thank Dr. Burch for his interesting paper. It brings 
to my mind one or two other possibilities which may 
result in electrolytic reaction in the use of metallic 
appliances. 

(1) In the preparation of labeled stainless or rustless 
steel appliances, it is entirely possible that unless the 
manufacturer processes these devices to eliminate the 
ingrained metal resulting in the use of contaminated 
grinding wheels, contamination will result. 

(2) Contamination may also occur when an at- 
tempt is made to bend the plate with another 
metallic object. In the process of sterilization the 
nurse should be careful to wrap the metals to avoid 
contamination from the other instruments. 
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Clinical Evaluation of Percutaneous 


Splenoportal Venography: 


ALLAN A. KAPLAN, M.D., JOSE CARBALLO, M.D., and 
JOHN RUMBALL, M.D.,+ Coral Gables, Fla. 


This procedure has the possibility of offering most important information relative to the 
vascular pattern and collateral circulation before a surgical approach to the 


management of portal hypertension. 


It HAS LONG BEEN REALIZED that a method of 
delineating the portal venous system in vivo 
would be a most valuable technic for those 
interested in the study of portal hypertension. 
Blakemore and Lord! first attempted to solve 
this problem, in 1945, by injecting contrast 
material into the portal system at laparotomy. 
The disadvantages of this type of procedure 
are, of course, obvious in that the surgeon has 
lost the opportunity of a definitive approach 
to the proper anastomotic vessel prior to 
opening the abdomen. It was not until 1951, 
when Abeatici and Campi? showed that con- 
trast material injected into the splenic pulp 
would be rapidly taken up into the splenic 
vein and would make visualization of the por- 
tal system possible. In 1953, Cooper and asso- 
ciates* and Bahnson, Sloan and Blalock* pub- 
lished their results in 12 and 6 patients re- 
spectively, utilizing percutaneous injection of 
radiopaque dye into the spleen. With these 
reports the procedure has increased in popu- 
larity, and in 1957, Evans and O’Sullivan® re- 
ported on 41 patients in their series. 

The procedure primarily affords informa- 
tion as to the patency of the portal venous 
system. This, of course, is a most important 
bit of information if a shunting procedure is 
contemplated. Not only can gross obstructions 
to the splenic and portal veins be demon- 
strated by this procedure, but the presence of 
collateral vessels, such as gastric and esopha- 
geal varices, retroperitoneal veins, and dis- 
tended hemorrhoidal veins can be visualized. 
Other evidences of portal hypertension are 
obtainable, such as measurements of the cali- 


*Read before the Section on Gastroenterology, Southern 
Medical Association, Fifty-First Annual Meeting, Miami 
Beach, Fla., November 11-14, 1957. 

+From the Medical Service of the Veterans Administration 
Hospital, Coral Gables, Fla. 
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ber of the splenic and portal veins and the 
clearance time of the injected contrast mate- 
rial through the liver. Information other than 
that relating only to portal hypertension may 
be obtained by this procedure. Displacement 
of the splenoportal venous system by extrinsic 
masses, such as retroperitoneal tumors and 
pancreatic cysts, may be discerned. Disruption 
of the usually uniform vascular pattern of the 
liver may help to substantiate the diagnosis of 
space taking lesions of the hepatic substance, 
such as abscesses, cysts, or neoplastic growths. 


Technic 


Prior to the injection of the contrast mate- 
rial, the patient is evaluated as to his suit- 
ability for the procedure. Ascites contraindi- 
cates the study. A complete study of the pa- 
tient’s coagulating mechanism, including 
bleeding time, clotting time, prothrombin 
time and circulating platelets are made rou- 
tinely. If the spleen is palpable no further 
studies are done to demonstrate it radio- 
graphically. If the spleen is not palpable a 
scout film of the left upper quadrant is made 
in an attempt to determine its size and posi- 
tion. In a small number of cases, when the 
spleen could not be adequately demonstrated 
by this procedure, planograms of the left up- 
per quadrant were made to definitively local- 
ize the size, shape and position of the spleen. 
The patient is then placed in position on a 
rapid cassette changer. The proposed point of 
injection is marked with a lead marker taped 
to the skin and a scout film is made for final 
position and technic. The usual approach is 
that of injection between the eighth to tenth 
intercostal spaces in the mid to posterior axil- 
lary line. The site of injection is infiltrated 
with 2% procaine, and a 3 inch, 21 gauge 
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needle is lightly introduced to a depth where 
the splenic capsule can be felt. The splenic 
capsule has a characteristic sensation as it 
moves past the needle point during normal 
respiration. When the proper depth has been 
determined, the 21 gauge needle is removed 
and an 18 guage spinal needle is introduced 
to the depth of the splenic capsule. A length 
of flexible plastic tubing with Luer-lock at- 
tachments at both ends is interposed between 
the spinal needle and a 50 cc. syringe contain- 
ing 30 cc. of 70% Urokon. The patient is in- 
structed to hyperventilate several times and 
then, on instruction, to make a maximum ex- 
piratory effort and remain apneic until the 
end of the procedure. With the patient 
apneic, the spinal needle is advanced 2 to 3 
cm. into the splenic pulp and the dye injected 
rapidly, taking some 2 to 5 seconds, depend- 
ing upon the resistance of the splenic pulp. 
As the injection of the contrast material is 
ending, a signal is given to the x-ray techni- 
cian who starts the rapid cassette changer and 
12 films are exposed at one and one-half sec- 
ond intervals. The patient is then permitted 
to breathe at the termination of the last ex- 
posure. 


Most investigators prefer using only local 
anesthesia and voluntary apnea, though 
Evans and O'Sullivan have modified their 
technic to the extent that the patient is 
placed under general anesthesia with endo- 
tracheal intubation, and during the time of 
injection apnea is induced and maintained by 
the anesthesiologist. We feel this modification 
is generally unnecessary and is indicated only 
for special situations, as in attempting the 
procedure on children or individuals other- 
wise unable to cooperate. The management 
after the procedure is the same as after liver 
biopsy namely, keeping the patient in bed at 
complete rest, and noting the vital signs at 
half hourly intervals for a minimum of 12 
hours. 


Results 


Thirty-five injections were done, resulting 
in 27 successful studies and 8 failures (Table 
1). Of the 14 patients with palpable spleens, 
13 had successful studies, while among the 21 
patients without palpable spleens there were 
14 successful studies and 7 failures. Although 
one-third of the attempts in patients without 
palpable spleens were unsuccessful, we believe 
this is not a sufficient contraindication for 
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TABLE 1 


SPLENOPORTOGRAPHY 
Number Done 35 


Successful 27 
Spleen palpable 13 Spleen not felt 14 
Normal tension 3 Normal Tension 11 
Elevated tension 10 Elevated tension 3 


Unsuccessful 8 
Spleen palpable 1 Spleen not felt 7 


doing the procedure as has been suggested by 
several groups. It is interesting to note that of 
the cases studied in which there was splen- 
omegaly, the large majority showed abnormal 
splenoportograms with definite evidence of 
portal hypertension. In the cases studied in 
the absence of splenomegaly, the results are 
just about reversed, the majority of the pa- 
tients showing evidences of normal tension 
within the portal system. As can be seen in 
table 2, in 6 of the 8 unsuccessful attempts, 
the injecting needle actually entered the 
spleen but was not properly placed for the 
pulp to take up the dye, resulting in a sub- 
capsular injection. In only 2 of the 35 cases 
studied was the spleen missed entirely, with 
one injection into the splenic flexure of the 
colon and one injection intrapleurally. 


By correlating the data obtained from 
splenoportography with the other more com- 
monly used technics (Table 3), such as gastro- 
intestinal x-ray studies, Bromsulphalein re- 
tention and liver biopsy, some interesting in- 
formation is obtained. In the group with 
splenomegaly, the majority of splenoporto- 
grams revealed positive evidence of portal 
hypertension. By comparing this group with 
x-ray findings, it is noted that the splenopor- 
togram revealed 10 instances of portal hyper- 
tension while the gastrointestinal examina- 
tions demonstrated this finding in only 3 of 
the 9 attempts made, leaving 6 cases in which 
the gastrointestinal x-ray studies did not re- 
veal the varices that were demonstrated by 
splenoportograms. It is noted that of the 2 


TABLE 2 


SPLENOPORTOGRAPHY 
Unsuccessful Injections 8 


Spleen not palpable 
Subcapsular 
Intracolonic 
Intrapleural 
Spleen palpable 
Nonabsorption of dye from spleen 


— 
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TABLE 3 


SPLENOPORTOGRAPHY 
Successful Injections 27 


Portal Tension G.I. X-rays BSP. Retention Liver Biopsy 
A. Spleen palpable 13 
Normal 3 Notdone 3 Not done 1 Not done 2 
Below 15% 2 Cirrhosis 1 
Total 2 Total 1 
Elevated 10 Notdone 1 Not done 1 Not done 1 
No varices 6 Below 15% 1 Normal 1 
Varices 3 Above 15% 4 Cirrhosis 7 
Jaundice 4 Met. Ca. 1 
Total 9 Total 9 Total 9 
B. Spleen not palpable 14 

Normal ll Notdone 1 Not done 1 Not done 5 
No varices 10 Normal 4 Cirrhosis 6 

Below 15% 4 

Above 15% 1 

Jaundice 1 
Total 10 Total 6 
Elevated 3 Notdone 1 Not done 1 Not done 1 
No varices 2 Above 15% 1 Normal 1 
Jaundice 1 Cirrhosis 1 
Total 2 Total 2 


Bromsulphalein studies done in the group 
with splenomegaly but with normal portal 
tension by splenoportography, both revealed 
the BSP. to be below 15% of retention. In the 
group with splenomegaly and with evidences 
of elevated portal tension, 8 of 9 had BSP. re- 
tentions above 15%, or were grossly jaun- 
diced, and only one had a BSP. retention of 
less than 15 per cent. It would appear from 
these studies that with splenomegaly the de- 
gree of BSP. retention correlates well with the 
splenoportogram as to the presence of elevated 
portal tension. In the liver biopsies done in 
the group with splenomegaly, all showed posi- 
tive intrahepatic disease except for the one 
case in which there was a portal vein throm- 
bosis accounting for the elevated portal ten- 
sion. 


Of the group in which splenomegaly was 
not present, the majority of studies did not 
reveal an elevation in portal tension, though 
it is to be noted that in the 3 cases in which 
elevated tension was demonstrated by spleno- 
portograms, the gastrointestinal x-ray exami- 
nations were unable to confirm these find- 
ings. Of the Bromsulphalein studies done in 
the group without splenomegaly, it is again 
noted that when the splenoportograms re- 
vealed no elevation of portal tension, 8 of the 
10 individuals showed a BSP. retention below 


15%, whereas in the 2 BSP. studies done in 
the group with elevated portal tension the 
retention was above 15% or there was gross 
clinical jaundice. This again verifies the find- 
ing in the group with splenomegaly, that the 
BSP. retention closely parallels the demon- 
stration of portal tension by splenoportogra- 
phy. Of the liver biopsies done in the group 
without splenomegaly, it is noted that all 
showed positive intrahepatic disease (except 
for the one in which a portal vein thrombosis 
was demonstrated) and there was no correla- 
tion with elevation of portal tension. It is cer- 
tainly suggested that there is poor correlation 
between the finding of intrahepatic disorder 
by liver biopsy and the presence or absence of 
portal tension. 


Our experience with these 35 cases has been 
that the hazards of the procedure are extreme- 
ly low. In one case, in which a successful 
study was done and which demonstrated in- 
creased portal tension, the patient died 24 
hours after the procedure. At the time of the 
procedure, the patient was moribund and un- 
cooperative, suffering from widely dissemi- 
nated metastases of a primary bronchogenic 
carcinoma. The immediate course after the 
procedure was uneventful, and the patient at 
no time showed evidence of intraperitoneal 
bleeding. At autopsy, some 300 to 400 cc. of 
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clotted blood were found intraperitoneally 
but the spleen was intact. Although it is be- 
lieved that the patient died of his previous 
disease and not from the procedure, it must 
be admitted that the procedure may have 
hastened his death. With the other 26 success- 
ful injections, there was no morbidity. 


Of the group of 8 unsuccessful injections, 6 
were due to subcapsular injections, which is a 
very painful but not serious complication. 
This is accompanied by splinting of the left 
diaphragm, pain in the left upper quadrant 
with reference to the left shoulder and occa- 
sionally down the left arm. When this com- 
plication occurs, an injection of 100 mg. of 
Demerol intramuscularly will terminate the 
painful situation in several minutes. Once the 
pain has ceased, there have been no other 
sequelae, and follow-up x-ray studies show the 
subcapsular collection of dye to be absorbed 
within a short period of time. The injection 
of contrast material into the colon, though 
producing pain in the left upper quadrant 
with radiation toward the rectum during the 
period of distention from the injection, has 
otherwise been completely innocuous. Inject- 
ing the contrast material intrapleurally pro- 
vokes a violent cough reaction and _ tracheo- 
laryngeal spasm. The patient had the fright- 
ening sensation of being suffocated. The im- 
mediate injection of Demerol, 100 mg. intra- 
muscularly, and oxygen by face mask has 
quickly alleviated these symptoms. Patchy 
pneumonitis was demonstrable by the x-ray 
for several days after the procedure with 
slight elevation of the temperature and a 
small pleural effusion. All of these findings 
subsequently resolved with no permanent 
damage. It is to be noted that both the intra- 
colonic and intrapleural injections occurred 
prior to the refinement of marking the pro- 
posed site of injection by a lead marker at the 
time of the scout film. 


We have had no instances of demonstrable 
hemorrhage or splenic laceration. Neither 
surgical intervention nor blood transfusions 
have been necessary in any of the cases 
studied. 


Description of Illustrations 


A normal splenoportogram is seen in figure 1. The 
needle is in the splenic pulp and it is surrounded by a 
large mass of radiopaque dye. The dye flows from the 
pulp into the splenic vein which joins the superior 
mesenteric vein anterior to the first lumbar vertebra 
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Normal splenoportogram. 


to form the portal vein. The superior mesenteric vein 
is not opacified but its entrance is identified by the 
flow of its unopacified blood into the portal vein 
causing a streaming effect. The portal vein rapidly 
subdivides into its intrahepatic branches which supply 
both the right and left lobes of the liver. No collateral 
vessels are seen in the normal splenoportogram. This 
exposure was made during the first second after the 
cessation of injection of the dye. Subsequent exposures 
showed that the dye was completely cleared from the 
splenoportal system within 6 seconds. 

Figures 2 and 3 show the splenoportogram of a man 
with known portal cirrhosis, liver decompensation and 
clinical jaundice, whose radiologic studies of the 
esophagus and stomach revealed no evidence of vari- 
cosities. Figure 2 represents the film made at 4 seconds 
after cessation of injection of the dye. The splenic and 
portal veins and the intrahepatic portal arborizations 
are outlined. In addition, a very large coronary vein is 
visualized which is larger in caliber than the portal 


FIG. 2 


Portal hypertension with large gastric varices. Exposure 4 
seconds after injection. 
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FIG. 3 


Portal hypertension with large gastric varices. Exposure 12 
seconds after injection. Notice filling of esophageal varices. 


vein itself. The coronary vein leads to a dilated tortu- 
ous mass of vessels that lie within the gastric cardia. 


A smaller collateral vessel is seen ceming from the * 


splenic vein and this also becomes tortuous within the 
gastric substance. This is a short gastric vein. Figure 3 
represents the exposure made at 12 seconds after cessa- 
tion of injection. Some dye is still visible within the 
hepatic substance showing a definite delay in clearance 
time. The majority of the dye is still retained within 
the markedly dilated tortuous varices in the stomach 
and in a fine plexus of veins within the esophagus. A 
small amount of dye has extravasated back along the 
needle tract and some of it has dissected beneath the 
splenic capsule. This amount of subcapsular dye is 
usually not sufficient to cause noticeable symptoms. 

Figure 4 is the splenoportogram of a 63 year old 
white man, who was a known chronic alcoholic, had 
portal cirrhosis verified by liver biopsy and hepato- 
splenomegaly. A Bromsulphalein test revealed a reten- 


FIG. 4 


Portal hypertension with thrombus in splenic vein almost 
completely occluding its lumen. 
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FIG. 5 


Portal hypertension with complete occlusion of portal vein 
secondary to carcinoma of the pancreas. Notice extensive 
collateral circulation into gastric and esophageal varices and 
into mesenteric veins. 


tion of 16.5 per cent. Laboratory studies showed a 
moderate panhypersplenism which was partially cor- 
rected by adrenal steroid therapy. 

The dye is seen within the splenic pulp and the 
splenic and portal veins are well outlined. Evidence of 
portal hypertension exists as demonstrated by a large 
tortuous collateral vessel extending from the porta 
hepatis and fading off inferiorly, anastomosing with 
the caval system either retroperitoneally or through 
the mesenteric venous system. An unexpected finding 
was encountered of a mass, irregular in outline and 
encroaching on the lumen of the splenic vein. This 
was constant in all of the exposures and represents a 
thrombus forming in the wall of the splenic vein with 
almost complete occlusion of the lumen. This finding 
of thrombosis of the splenic vein would preclude a 
splenectomy and splenorenal anastomosis, as had been 
contemplated prior to the study. 


Figure 5 shows the findings in a 30 year old man 
with known carcinoma of the pancreas, and in whom 
a modified Whipple procedure, gastrojejunostomy and 
a choledochojejunostomy had been done. Hepatomeg- 
aly was present and liver biopsy revealed metastatic 
carcinoma. There was no splenomegaly. Bromsulpha- 
lein retention was 18% and gastrointestinal x-ray 
studies revealed no evidence of varicosities. 


Air is seen outlining the biliary system. Dye flows 
from the splenic pulp through several small splenic 
veins which coalesce to form the main splenic vein. In 
the area where the splenic vein should join the super- 
ior mesenteric to form the portal vein, the flow of dye 
terminates sharply. The portal vein is not seen and the 
dye flows through a multitude of dilated tortuous col- 
laterals toward the stomach and esophagus and to a 
lesser extent along the mesenteric veins. Several large 
anomalous veins are seen in the area of the gastric 
fundus. This study represents a complete thrombosis 
of the portal vein with very extensive collateral circu- 
lation. Subsequent films in this study revealed that 
even at 18 seconds, no dye had entered the liver and 
that the dye was shunted through many collateral ves- 
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sels, including the inferior and superior mesenteric 
veins and retroperitoneal collaterals running along the 
diaphragm as well as the variceal mass demonstrated 
in the stomach and esophagus. 


Summary and Conclusions 


1. Percutaneous splenoportography is a val- 
uable procedure in that it delineates the por- 
tal venous system radiographically. 

2. It demonstrates the presence of portal 
hypertension, collateral anastomotic vessels 
and most important, the patency of vessels 
customarily used in shunting procedures. 


3. The procedure has a high degree of diag- 
nostic efficacy giving positive information in 
almost 100% of the cases with splenomegaly, 
and in about 75% of the cases without 
splenomegaly. 

4. It has been shown to be a much more 
accurate diagnostic procedure for esophageal 
and gastric varices than the more widely used 
barium by mouth. 

5. The mortality and morbidity of the pro- 
cedure are very low. Even with unsuccessful 
attempts at splenic injection, the sequelae of 
placing the dye within the colon, peritoneal 
cavity, or pleura carries a very low morbidity. 


6. Illustrations are presented of: (a) nor- 
mal splenoportogram, (b) portal hypertension 
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with gastric and esophageal varices, (c) portal 
hypertension with partial splenic vein throm- 
bosis, and (d) carcinoma of the pancreas with 
complete portal vein thrombosis. 


7. It is believed that this technic should be 
used more widely, not only to demonstrate 
the findings listed above, but as an investiga- 
tive procedure combined with the study of 
pressures in the splenic pulp and hepatic vein 
to learn more of the life history of portal 
hypertension and gastric and _ esophageal 
varices. 
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Endocrine Clinic 


Hypopituitarism Following Postpartum 
Hemorrhage (Sheehan’s Syndrome) 


WILLIAM S. COPPAGE, JR., M.D., and GRANT W. LIDDLE, M.D.,7 


Nashville, Tenn. 


Ii IS WELL ESTABLISHED that the anterior pitui- 
tary gland through its tropic hormones regu- 
lates adrenocortical, thyroidal, and gonadal 
function. As early as 1883 Simpson? described 
the clinical findings and physiologic effects of 
hypofunction of the adenohypophysis. It was 
not until 1914 that Simmonds? properly as- 


cribed these physiologic effects to lesions of. 


the pituitary gland, and the name Simmonds’ 
disease has been applied to that clinical en- 
tity resulting from destruction of the aden- 
ohypophysis due to any cause. Sheehan* 
pointed out that a common cause of hypo- 
pituitarism is that of infarction of the gland 
occurring as a sequel to hemorrhage and 
shock at the time of delivery. Hypopituitar- 
ism following postpartum hemorrhage has 
been given the name of Sheehan’s syndrome. 


During the past 10 years important advan- 
ces have been made in the diagnostic and 
therapeutic management of hypopituitarism. 
The following case is presented and discussed 
in order to illustrate many of these points. 


Case Presentation 


R. K. (VUH No. 261977) was a 32 year old negro 
housewife who was first seen in the Vanderbilt Uni- 
versity Hospital outpatient department in October, 
1956, complaining of weakness, dizziness, and amenor- 
thea. She had had 9 pregnancies and 8 living chil- 
dren. During the last pregnancy, 314 years previously, 
she had had intermittent bleeding, and at the time of 
delivery at another hospital had massive uterine bleed- 
ing requiring transfusion with 8 units of blood. Death 
of the infant occurred shortly after delivery. There 
had been no lactation, and since that time the patient 
had failed to menstruate. Over the intervening years 
she had noted the gradual loss of pubic and axillary 
hair, decreased energy, easy fatigability, cold intoler- 
ance, and episodes of light-headedness when erect. 


+From the Department of Medicine, Vanderbilt University 
School of Medicine, Nashville, Tenn. 

This study was supported by a traineeship (2A-509d) from 
the National Institute of Arthritis and Metabolic Diseases, 
Public Health Service. 


She denied change in libido. There had been a 10 
pound weight gain despite some loss of appetite. 

Physical examination revealed a slightly obese 
negress who appeared lethargic. Blood pressure was 
120/80, pulse 72 per min. The skin was coarse and dry 
over the extremities. The pubic and axillary hair was 
sparse. The teeth were carious. The breasts were nor- 
mal in size, but glandular tissue was markedly re- 
duced. The thyroid gland was not palpable. Pelvic 
examination revealed mild atrophy of the external 
genitalia; the cervix was flush with the vagina, and 
the fundus was small and firm. 

The results of laboratory tests were as follow: 

General. Routine urinalysis was normal. Total and 
differential white blood cell counts were normal. 
There was a mild normochromic anemia with a Hgb. 
of 11.2 Gm.% and PCV. of 35 per cent. A sickle cell 
preparation was negative. Fasting blood sugar was 78 
mg. per 100 cc. Serum sodium was 135 mEq./L. and 
potassium 3.9 mEq./L. Serum cholesterol was 270 mg. 
per 100 cc. X-ray studies of the chest and skull were 
normal. The electrocardiogram revealed bradycardia 
and flat to inverted T-waves in all leads. 

Gonadotropins. Urinary follicle stimulating hor- 
mone (FSH) was negative at 6 mouse units per 24 
hours. 

Thyroid function. Basal metabolic rate was —19 per 
cent. Serum protein-bound iodine was 2.2 micrograms 
% (normal 4-8 mcg. %). Radioactive iodine uptake 
was 7.7% 3 hours and 5.8% 24 hours after administra- 
tion of the tracer dose. One day following treatment 
with 5 units of thyroid stimulating hormone intra- 
muscularly, the 1131 uptake test was repeated. Three 
hours following administration of the tracer dose the 
thyroid had accumulated 20% of the 1131; the 24 hour 
uptake was 33 per cent. 

Adrenocortical function. 17-hydroxycorticoids were 
determined on 24 hour collections of urine. On a day 
when the patient received an 8 hour intravenous in- 
fusion of 50 units of ACTH, the urinary 17-hydroxy- 
corticoids totaled only 1.7 mg. per 24 hours (normal 
20-40). The total blood eosinophil count rose during 
the infusion from 196 per cu. mm. to 242 per cu. mm. 
(normal 70% fall). 

On four successive days the patient was given zinc 
corticotropin intramuscularly 100 units per day. Dur- 
ing this course of treatment her urinary 17-hydroxy- 
corticoids rose in step-wise fashion to 15.6 mg. per 24 
hours. 

Urinary aldosterone was found initially to be | yg. 
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per 24 hours. In response to 7 days of maintenance on 
a 200 mg. sodium diet (which was well tolerated by 
the patient) urinary aldosterone levels rose progres- 
sively to 51 ug. per 24 hours and urinary sodium fell 
progressively to 3 mEq. per day. 


Pathogenesis 


According to Sheehan’s concept** there de- 
velops, during pregnancy, hyperplasia of the 
anterior pituitary, which regresses rapidly 
after parturition. Presumably this set of cir- 
cumstances predisposes the pituitary to is- 
chemic necrosis should severe hemorrhage oc- 
cur at the termination of pregnancy. The 
over-all severity of the clinical syndrome is in 
a general way correlated with the degree of 
destruction of the pituitary gland. Sheehan 
suggested that at least 50% of the anterior 
lobe must be lost if a clinically significant de- 
gree of hypofunction is to ensue. The phy- 
siologic sequelae** of anterior pituitary in- 
farction are readily understandable in terms 
of cessation of function of the various aden- 
ohypophyseal hormones. 

The first clinical sign of hypopituitarism 
may be failure of lactation, presumably due 
in part to failure of the damaged pituitary to 
secrete prolactin. This may be overlooked in 
the presence of attempts to suppress lactation 
by pharmacologic means. 

With failure of the secretion of gonadotro- 
pin, which is the most consistent and severe 
of the pituitary defects in Sheehan’s syn- 
drome, the ovaries undergo atrophy; ovula- 
tion ceases, resulting in sterility. Secretion of 
estrogen and progesterone largely ceases, re- 
sulting in amenorrhea and atrophy of the 
breasts, uterus, vagina, and vulva. In time 
osteoporosis may develop. 

With loss of thyroid stimulating hormone, 
the thyroid gland undergoes atrophy; synthe- 
sis and secretion of thyroid hormone decrease. 
Thyroidal uptake of iodine diminishes, and 
circulating thyroid hormone (as estimated 
from protein-bound iodine levels) drops to 
subnormal values. The basal metabolic rate 
falls. The electrocardiogram may show brady- 
cardia, low voltage, low to inverted T-waves, 
and prolonged Q-T interval. There may be a 
mild anemia. Plasma cholesterol values may 
rise. Symptoms of asthenia, mental sluggish- 
ness, anorexia, constipation, intolerance to 
cold, puffiness of the features and dryness of 
the skin and hair may appear. 
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With failure of ACTH secretion the adren- 
al cortices undergo atrophy, and secretion of 
all of the major adrenocortical steroids (ex- 
cept aldosterone) falls. Plasma and urinary 
17-hydroxycorticoid and 17-ketosteroid values 
are subnormal. Asthenia, lethargy, anorexia, 
and weight loss are common symptoms. Hypo- 
tension and poor growth of axillary and 
pubic hair are common clinical signs. The pa- 
tient often tolerates prolonged fasting, infec- 
tion, and trauma very poorly, exhibiting such 
manifestations as mental confusion, nausea 
and vomiting, hypoglycemia, hyponatremia, 
and shock under such adverse conditions. 


Differential Diagnosis 


Usually the patient with Sheehan’s syn- 
drome comes to the attention of the physician 
because of complaints relative to ovarian, 
adrenocortical, or thyroidal insufficiency. The 
diagnostic problem, then, is one of differenti- 
ating pituitary insufficiency from primary 
hypofunction of the various “target” glands. 
The demonstration that more than one of 
these target glands is hypofunctioning is sug- 
gestive, though not conclusive, evidence of 
hypopituitarism. The history itself is often 
extremely valuable; the patient who gives a 
history of the above symptoms (particularly 
persistent amenorrhea) dating back to deliv- 
ery should be suspected of having Sheehan’s 
syndrome until thorough evaluation proves 
otherwise. In addition to these considerations, 
however, there are certain simple laboratory 
tests which can be employed to distinguish 
primary failure of the target glands from 
failure secondary to lack of pituitary tropic 
hormones. 


Ovarian hypofunction which is secondary 
to pituitary failure is characterized by sub- 
normal levels of pituitary follicle stimulating 
hormone in the urine; whereas, primary ovar- 
ian failure of severe degree is characterized by 
high follicle stimulating hormone values. 


Thyroidal hypofunction which is secondary 
to pituitary failure is temporarily reversible 
by treatment with thyroid stimulating hor- 
mone; whereas primary hypothyroidism is 
not. This situation can be clarified readily by 
the following procedure. Following an initial 
test of thyroidal I’! uptake (which will give 
low values in either primary or secondary 
hypothyroidism) the patient is given 5 or 10 
U.S.P. units of thyroid stimulating hormone 
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Effect of TSH on 24 hour I** uptake in patient R. K, and 
in a patient with primary myxedema. 


intramuscularly. Twenty-four hours later the 
I'31 uptake test is repeated. The results of the 
latter I'S! uptake test will be normal if the 
hypothyroidism is on the basis of pituitary 
failure; whereas, it will remain subnormal if 
the patient is suffering from intrinsic thyroid 
disease (Fig. 1). 

Adrenocortical hypofunction which is sec- 
ondary to pituitary failure is temporarily re- 
versible by treatment with corticotropin 
(ACTH); whereas primary hypoadrenocorti- 
cism (true Addison’s disease) is not. This situ- 
ation can be clarified by the following pro- 
cedure. A standard ACTH stimulation test is 
performed by administering 50 units of 
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ACTH intravenously at a constant rate over 
an 8 hour period. A single complete 24 hour 
urine collection (which is made during the 
course of the ACTH infusion and continued 
for 16 hours following the infusion) is an- 
alyzed for 17-hydroxycorticoids. Low values 
will be obtained in either primary or secon- 
dary hypoadrenocorticism in response to the 
first day of treatment with ACTH. Repeti- 
tion of the test on two or three successive 
days will result in a progressive increase to- 
ward normal in 17-hydroxycorticoid values in 
the patient with pituitary failure but no sig- 
nificant increase in the patient with primary 
adrenal failure (Fig. 2). 


Another important point of difference is 
that the patient with pituitary failure retains 
the ability to secrete aldosterone and thus to 
minimize renal wasting of sodium in the face 
of a low sodium intake (Fig. 3); the patient 
with primary adrenal failure does not. The 
explanation for this is that aldosterone is one 
adrenal steroid which is not dependent upon 
the pituitary for its secretion.? As an initial 
diagnostic procedure salt deprivation is not 
to be recommended because, although it is 
safe in the patient with pituitary failure, it is 
hazardous in the patient with primary adren- 
al failure. 


Therapy 


The treatment of Sheehan’s syndrome is 
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Effect of sodium deprivation upon urinary aldosterone and 
urinary and plasma electrolytes in patient R. K. 


simple and the response to treatment is al- 
most always gratifying. Direct substitution 
therapy employing anterior pituitary hor- 
mones is not satisfactory because all of these 
hormones must be given parenterally in order 
to be effective. Some of them (e.g., pituitary 
gonadotropins and prolactin) are unavailable 
even for parenteral use. Treatment consists, 
then, in the oral administration of hormones 
of the target glands. 

Thyroid substitution therapy is governed 
by the same principles which apply to treat- 
ment of primary hypothyroidism. The aim 
of therapy is to induce an “euthyroid” state 
with no symptoms or signs of hypothyroidism 
or hyperthyroidism. This is usually accompa- 
nied by a normal serum protein-bound 
iodine, serum cholesterol, and basal metabolic 
rate; but, of course, thyroidal I’! uptake will 
remain low. This can usually be achieved 
with doses of U.S.P. thyroid of from 60 to 200 
mg. daily or 1-thyroxine 0.1 to 0.2 mg. daily. 


NOVEMBER 1958 


Triiodothyronine 25-100 mcg. daily may also 
be used, in which case, the serum protein- 
bound iodine as well as the I'3! uptake will 
remain low. Smaller doses should be used in- 
itially unless one can be sure that the patient 
is free of coronary artery disease. 


Ovarian substitution therapy may be gov- 
erned in part by the patient's own wishes. It 
is our custom to permit the patient to choose 
whether estrogen therapy should be carried 
out in such a way as to induce menstruation 
(which is often important to the morale of the 
patient) or in such a way as to avoid menstru- 
ation. Some estrogen therapy is recommended 
for all cases, however, in order to minimize 
the development of postmenopausal osteo- 
porosis and in order to maintain healthy gen- 
ital epithelium. A convenient way to induce 
regular menstruation is to administer an es- 
trogen (e.g., stilbestrol 2 mg. daily) on days 1 
through 23 of each calendar month; a proges- 
tational agent (e.g., Norlutin 5 mg. daily) is 
administered on days 19 through 23. Both 
hormones are then withdrawn until the first 
day of the new month, thus permitting cata- 
menia during the interval. If it is decided not 
to induce menstruation, a smaller dose of es- 
trogen (e.g., stilbestrol 1 mg. daily) is given 
uninterruptedly in combination with a small 
dose of an androgen (e.g., Halotestin, 1 mg. 
daily). The androgen augments the effect of 
the estrogen in preventing osteoporosis while 
antagonizing the endometrial hyperplasia 
which estrogen tends to induce. 


Adrenocortical substitution therapy consists 
solely in the administration of a physiologic 
dose of hydrocortisone. Aldosterone, the po- 
tent electrolyte-regulating hormone of the 
adrenal cortex, is secreted adequately even in 
the absence of the pituitary; so that it is now 
recognized that high sodium intake and ex- 
ogenous sodium-retaining steroids are need- 
less unless some condition other than hypo- 
pituitarism demands their use. Hydrocorti- 
sone is the most important hormone of the 
adrenal cortex and since its secretion is neg- 
ligible in the absence of ACTH, it must be 
provided exogenously in Sheehan's syndrome. 
Oral dosage of 10 mg. one to three times daily 
is usually sufficient, and in this dosage range 
there are no side effects such as are encoun- 
tered in treating nonendocrine disorders with 
larger doses of corticoids. In the event of 
trauma, severe infection, or vomiting the 
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above treatment may be inadequate. In such 
an emergency the intramuscular injection of 
100 mg. of hydrocortisone sodium succinate 
(Solu-Cortef) will usually provide enough 
circulating corticoids to suffice for several 
hours. It is our custom to have our patients 
keep a vial of Solu-Cortef available for this 
purpose at all times. 


Conclusion 


Sheehan’s syndrome results from postpar- 
tum ischemic necrosis of the anterior pitui- 
tary incident to hemorrhage and shock at the 
time of delivery and gives rise to deficiency, 
in variable degree, of gonadotropin, thyrotro- 
pin, and adrenocorticotropin. The syndrome 
may be diagnosed clinically, if suspected, and 
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confirmed by specific tests of ovarian, thy- 
roidal, and adrenocortical function which 
can differentiate it from “primary” failure of 
the ovaries, thyroid, or adrenal cortex. Treat- 
ment consists of substitution therapy with es- 
trogen, progesterone, thyroid and hydrocorti- 
sone. 
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Study of Treatment of Essential 


Hypertension: 


RAYMOND F. GRENFELL, M.D., and 


JAMES G. HILTON, Ph.D.,+ Jackson, Miss. 


By a double-blind type of study it was shown that the level of the hypertension dropped whether 
a placebo or an antihypertensive drug was used. The latter gave a more sustained level. 


THIs 1s A REPORT of a double-blind clinical 
study which was begun in January, 1956. Its 
purpose is to evaluate the hypotensive effect 
of the hydrogenated alkaloids of ergot, pro- 
duced commercially as Hydergine, and the 
long-range value of lowering the blood pres- 
sure. Since 1951 this drug has been given by 
one of us (R.F.G.) to 140 patients. A signifi- 
cant decrease in the systolic and diastolic 
blood pressure has followed the administra- 
tion of the ergot alkaloids in the private pa- 
tient series.’ The lower pressure has been 
maintained following the maintenance dosage 
schedule of 1 cc. intramuscularly every 2 
weeks. No complications or contraindications 
to the use of the drug were noted. The only 
side effects were mild nausea and nasal stuffi- 
ness which have occurred in 4% of the pa- 
tients treated. However, it was felt that only 
by a double-blind study could conclusive re- 
sults be obtained as to the hypotensive effect 
of the drug. 

The double-blind method has been used 
very infrequently in the study of hyperten- 
sion. Bello and Turner,’ in a controlled clini- 
cal study of reserpine in 25 patients, reported 
interesting results. After administering no 
medicine for 5 weeks, the patients received a 
placebo for 5 weeks followed by two different 
doses of reserpine for a period of 5 weeks each. 
No significant changes were noted in the aver- 
age blood pressure readings of one 5 week in- 
terval as compared with another interval. 


Dorsett and associates* reported a series of 
16 patients in whom the double-blind technic 


*Read before the Section on Medicine, Southern Medical 
Association, Fifty-First Annual Meeting, Miami Beach, Fila., 
November 11-14, 1957. 


+From the Departments of Medicine and Pharmacology, 
University of Mississippi Medical Center, Jackson, Miss. 

Aided by a grant from Sandoz Pharmaceuticals, Hanover, 
N. J. 


was employed. An oral placebo was given for 
8 weeks, treatment for 16 weeks, and again a 
placebo was given for 8 weeks. The drugs 
studied were phenobarbital, reserpine, and a 
reserpine-hydralazine combination. Most pa- 
tients showed symptomatic improvement dur- 
ing the placebo period, but there was no 
significant blood pressure change in those pa- 
tients receiving placebo and phenobarbital. 
However, those on reserpine showed a slight 
decrease in blood pressure, while the reser- 
pine-hydralazine combination produced a sig- 
nificant decrease in blood pressure. 

Lee and collaborators® studied 25 patients. 
Group I received reserpine for 12 weeks, 
nothing for 3 weeks, then an oral placebo for 
12 weeks. Group II was treated in the same 
manner except reserpine and hydralazine were 
given in combination in place of only reser- 
pine. They concluded that hydralazine alone 
and in combination with reserpine produced 
a significant hypotensive effect in certain pa- 
tients of the series. 

Other drugs used in the treatment of essen- 
tial hypertension are currently being studied 
by us with the double-blind technic and will 
be reported at a later date. 


Materials and Methods 


Four different ampules have been used in 
this study. Two types of ampules contained 
normal saline and two types contained a mix- 
ture of 0.1 mg. dihydroergocornine, 0.1 mg. 


dihydroergokryptine and 0.1 mg. dihydroergo- 


cristine (Hydergine). 

Before the intramuscular injection of the 
substances, complete physical examination 
and blood count, serologic tests for syphilis, 
urinalysis, blood glucose, creatinine and 
N.P.N., determination of P.S.P. excretion, 
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x-ray study for heart size and EKG were done. 
Phentolamine methanesulfonate has been 
given intravenously to determine the presence 
or absence of a pheochromocytoma. Following 
the completion of these studies, the patients 
were classified by the Schroeder method.‘ 
Only those in Stage I, II, or III have been 
used in this study. Patients were grouped ac- 
cording to sex, race, stage, and age within ten 
years. The ages ranged from 24 to 79 years. 
Thirty-five were female, while 27 were male. 
All patients were paired with respect to 
the above groups and placebo and drug, 
the double-blind technic being maintained 
throughout the study. All patients were ambu- 
latory and received no other medication. It 
was required that the control blood pressure 
be greater than 150/100 for a patient to be 
included in this study. At each visit the blood 
pressure was recorded at 10 minute intervals 
for a period of 30 minutes. The lowest systolic 


blood pressure reading for each visit was the - 


one used in the analysis of this study. All 
blood pressure readings were made with the 
patient in a sitting position without revealing 
the findings to the patient. 


One registered nurse made all blood pres- 
sure determinations and gave all injections 
from January, 1956, until January, 1957. From 
January, 1957, until the present, another reg- 
istered nurse has performed the same func- 
tions. Both nurses are still unaware of the 
identity of the contents of the ampules. None 
of the patients have been told that anyone in 
the clinic is receiving a placebo. 

A specific dosage schedule, identical to the 
one evolved by me and followed in treating 
the private patient series, has been used in 
the clinic as follows: 


Three injections a week for 2 weeks. 

Two injections a week for 2 weeks. 

One injection a week for 2 weeks. 

One injection every 10 days for 2 injections. 

One injection every 2 weeks as maintenance dosage. 


Results 


To date this study includes 62 subjects who 
have been under treatment for periods vary- 
ing from 6 to 65 weeks. These patients have 
been divided approximately equally so that 
one-half have received normal saline and one- 
half the drug. No patients receiving either 
the drug or the placebo have mentioned any 
side effects during the course of treatment. 
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A statistical evaluation by t-test has shown 
no significant difference in the systolic or dias- 
tolic blood pressure readings of those who 
have received the drug and those who have 
received physiologic saline either for the con- 
trols or for the first 65 weeks of therapy with 
one exception. (In all cases P was greater than 
0.05.) In the 714 week the diastolic pressure 
was significantly lower in those who received 
the placebo than in those who received the 
drug. In those patients to whom the placebo 
was administered, the drop in systolic blood 
pressure was significant after the Ist week and 
until the 43rd week; the drop in the diastolic 
blood pressure was significant after the Ist 
week until the 35th week. From the 35th 
through the 65th week there was no signifi- 
cant decrease in the systolic or diastolic blood 
pressure in the group treated with a placebo. 
In these patients who received Hydergine, the 
decrease in systolic pressure was significant 
only in the early weeks, 2 to 15. However, the 
decrease in the diastolic pressure in the group 
treated with the drug was significant for each 
week. 

In the group treated with the placebo, the 
mean systolic pressure before treatment was 
181.5 mm. Hg. The lowest mean reading dur- 
ing therapy was 157.2 mm. Hg., a drop of 24.3 
mm. Hg., at 13 weeks when 25 patients were 
analyzed. The highest mean reading was 
191.3 mm. Hg., a rise of 9.8 mm. Hg. over 
control, at 57 weeks and including 8 subjects. 
The mean diastolic pressure of the controls 
was 111.6 mm. Hg. After 214 weeks of placebo 
treatment the lowest reading of 98.8 mm. Hg. 


FIG. 1 


SYSTOLIC BLOOD PRESSURE IN DRUG AND 
PLACEBO TREATED PATIENTS 


SYSTOLIC BLOOD PRESSURE 
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60 


Abscissa: weeks of treatment; ordinate: B.P. in mm. Hg. 
Each point represents the mean value for all patients. X 
is the symbol used for those patients who received the 
placebo while O is used to designate those patients who 
have been given Hydergine. Lines through data indicate 
a trend rather than exact values. 
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(32 patients) was obtained. This was a drop 
of 12.8 mm. Hg. At 57 weeks the highest dias- 
tolic mean was 116.3 mm. Hg. (8 patients), a 
rise of 4.7 mm. Hg. over the pretreatment 
level. 

In the group treated with the drug, the 
mean systolic pressure before treatment was 
177.9 mm. Hg. After 15 weeks the lowest 
mean systolic pressure of 156.3 mm. Hg. (24 
patients) was obtained. This was a drop of 
21.6 mm. Hg. At 65 weeks the highest mean 
systolic pressure was 186.0 mm. Hg. (5 pa- 
tients), which was a rise of 8.5 mm. Hg. The 
mean diastolic pressure before treatment was 
114.3 mm. Hg. At 47 weeks the lowest reading 
was 95.5 mm. Hg. (11 patients), a drop of 
18.8 mm. Hg. The highest diastolic mean was 
108.3 mm. Hg. at 61 weeks (8 patients). This 
is still 6.0 mm. Hg. below the control as com- 
pared to the placebo group which was 4.7 
mm. Hg. above the control. The approximate 
decrease in the mean diastolic blood pressure 
throughout the study was 11 mm. Hg. 

There may be a question as to why there is 
no significant difference between the diastolic 
blood pressure in the group treated with the 
drug and the group treated with a placebo 
while there is a difference between the dias- 
tolic blood pressure in the group treated with 
the drug when compared to the pretreatment 
blood pressure. This fact exists because of a 
statistical spread of data. 

An analysis of figure 1 would indicate that 
at about 33 weeks those patients who received 
the placebo began to have a significant rapid 


FIG, 2 


DIASTOLIC BLOOD PRESSURE IN PATIENTS 
TREATED WITH DRUG AND PLACEBO 
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Abscissa: weeks of treatment; ordinate: B.P. in mm. Hg. 
Each point represents the mean value for all patients. X 
is the symbol used for those patients who received the 
placebo while O is used to designate those patients who 
have been given Hydergine. Lines through data indicate a 
trend rather than exact values. 
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FIG. 3 


PULSE PRESSURE IN PATIENTS TREATED 
WITH DRUG AND PLACEBO 


ome 


Abscissa: weeks of treatment; ordinate: B.P. in mm. Hg. 
Each point represents the mean value for all patients. X 
is the symbol used for those patients who received the 
placebo while O is used to designate those patients who 
have been given Hydergine. Lines through data indicate a 
trend rather than exact values. 


rise in the systolic blood pressure. This rapid 
rise continued until 43 weeks. From 43 weeks 
to 65 weeks the rise continued at a more grad- 
ual rate. The graph of the diastolic pressures 
in figure 2 shows the mean pressure of those 
receiving the placebo at 65 weeks to be simi- 
lar to the pressure of those receiving the drug. 
From the curves established for 65 weeks, it 
would appear that the trend will continue. 

In figure 3 it is interesting to note that the 
curve for the change in pulse pressure on the 
placebo group approximately parallels the 
systolic blood pressure change in those who 
received the placebo. However, there appears 
to be no relationship between the pulse pres- 
sure and the systolic blood pressure in the 
group treated with the drug. 


Actually there are two phases to this study. 
The first, or immediate phase, has been com- 
pleted. That is, the determination of the ef- 
fect of an intramuscular placebo and Hyder- 
gine in lowering blood pressure in a carefully 
controlled double-blind study. The second 
phase of this study is a long-range one being 
conducted with the objective of determining 
whether or not lowering of the blood pressure 
actually increases the life span. Moreover, it 
will be possible to observe whether or not any 
significant change occurs in the blood pres- 
sure of patients over a period of years if only 
a placebo is given. 


Comment 


Several interesting conclusions can be 


drawn from this study. 
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1. A significant decrease in the systolic and 
diastolic blood pressure occurs following the 
administration of a placebo intramuscularly. 


2. The decrease in blood pressure continues 
up to 35 weeks in those receiving a placebo. 

3. There is a significant, but limited, low- 
ering of the diastolic blood pressure in those 
receiving Hydergine. 

4. A new base line has been developed 
which will facilitate the accurate evaluation 
of additional drugs being used to control 
essential hypertension. 


Summary 


A controlled double-blind study has been 
conducted using clinic outpatients. All medi- 
cation and placebos were given by intramus- 
cular injection. The patients studied have 
been those of Stage I, II, and III according tv 
Schroeder. During the first 33 weeks of admin- 
istration of a placebo there was a significant 
decrease in the systolic and diastolic blood 
pressure. This was followed by a rise of the 
blood pressure to a reading at 65 weeks not 
significantly different from the control blood 
pressure. In those patients receiving the hy- 
drogenated alkaloids of ergot there was a de- 
crease in the diastolic blood pressure main- 
tained through all weeks. 
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Discussion (Abstract) 


Dr. John R. Beem, Lansdale, Pa. Dr. Grenfell is to 
be congratulated for approaching a difficult therapeu- 
tic evaluation by the use of careful investigative tech- 
nics. The importance of the study is further indicated 
by recalling the variable results reported with anti- 
hypertensive therapy which convey enthusiasm on the 
one hand and nihilism on the other. Such discrepan- 


cies are, in large part, a result of the difficulty in 
separating the effect of a given therapy from that of 
other influences upon blood pressure. Many stimuli 
have been demonstrated to elevate blood pressure to 
extreme heights and others to reduce hypertensive 
pressures to normotensive levels. Consequently, it be- 
comes essential to utilize special technics of investiga- 
tion to dissociate these influences from true drug ef- 
fect. That Dr. Grenfell has been successful in detecting 
some of these other influences is demonstrated by the 
blood pressure changes in the placebo group. 

It is interesting that no side effects have been noted 
in either group. Previous placebo studies in hyperten- 
sion resulted in headache, nausea, vomiting, drowsi- 
ness, dizziness, nasal stuffiness, etc. It is probable that 
such responses on a placebo are a result of condition- 
ing by prior drug experience or of suggestion by the 
professional attendants. Marked symptomatic improve- 
ment on a placebo has been repeatedly demonstrated 
in hypertensive patients. Perhaps Dr. Grenfell would 
care to comment on his results in this regard. 

In the drug treated group, there was an over-all 
blood pressure reduction of 10 mm. Hg. systolic and 
11 mm. Hg. diastolic. This is in contrast to Dr. Gren- 
fell’s previous report of blood pressure reduction of 
42.5 mm. Hg. systolic and 19.6 mm. Hg. diastolic in a 
group of private patients on Hydergine therapy. 
While this difference may be explained by a non- 
comparable sample of hypertensive patients, it may be 
that the fixed schedule of Hydergine used in this 
study is not optimal dosage. Indeed, as with other 
antihypertensives, it might be desirable to individual- 
ize the dosage in the initial period as well as subse- 
quently in an effort to control the blood pressure re- 
sponses to variable stresses. One also wonders if 
greater responsiveness could be detected in the Stage I 
compared to Stage III patients in this series. 

Presumably all patients did not enter the study 
simultaneously on its initiation in January, 1956. Is it 
possible that the blood pressure changes noted are in 
part related to environmental temperature? Changes 
in fluid and electrolyte balance accompanying warm 
weather, exercise, salt restriction, vomiting, diarrhea, 
diuresis, etc., are well known to markedly affect blood 
pressure and to augment the antihypertensive action 
of drugs and sympathectomy. Has it been possible to 
analyze the data to distinguish this possible role of 
environmental temperature change upon the blood 
pressure of both groups of patients? 

Apparently, only 8 patients on placebo have com- 
pleted the 57th week, and 5 patients on drug have 
completed the 65th week of the study. Although the 
results are considered statistically significant, it is pos- 
sible that larger numbers will more definitely dissoci- 
ate drug effect from the influence of other stimuli. 
Only then may extension of conclusions be possible. 


It is certainly desirable to further critically evaluate 
the more potent antihypertensives as Dr. Grenfell 
plans to do. Because of the readily diagnosed effects 
of such drugs when optimally used, it is perhaps im- 
possible to achieve a double or single blind technic. 
With many of these drugs it is essential to individually 
titrate patients rather than using any fixed dosage 
schedule. In addition, many of us do not feel justified 
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in withholding such therapy from a control group of 
severe hypertensives in the light of available evidence. 
Nevertheless, it is certain that only by very carefully 
designed studies may we obtain data essential for the 
proper understanding and rational application of new 
therapeutic agents. 


Dr. Grenfell (Closing). The fact that no symptoms 
followed the administration of a placebo is notewor- 
thy. The patients in this series received no treatment 
for several months prior to this study. Thus, it may 
well be that side effects observed by others are a re- 
sult of conditioning. 


It is perhaps a reasonable explanation that the 
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fixed dosage schedule of Hydergine accounts for the 
difference between the reduction in blood pressure 
noted in private patients as compared with this series. 
It is unfortunate that this is one of the limitations of 
a double-blind study. 

Currently, the data are being collected and re- 
viewed so that the effect of temperature as well as the 
relative effectiveness of the drug and placebo on the 
different stages of hypertension can be studied. 

Since the time this data were collated for presenta- 
tion, we have had an opportunity to add more pa- 
tients to the study. This inclusion of additional data 
has not changed the significance at 57 and 65 weeks. 
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Conference of Rehabilitation Centers 


(A Report)* 


NILA KIRKPATRICK COVALT, M.D., Winter Park, Fla. 


The growth of interest in rehabilitation has been remarkable. It is not surprising that the increase 
in centers has outstripped the supply of interested physicians and even the interest on the part 
of the medical profession. The latter, by training and practice, has not, as yet, had the vision 

of the teamwork needed in rehabilitation of the chronically ill or disabled patient. 


‘THE CONFERENCE OF REHABILITATION CENTERS 
is a national policy-making and study group, 
first established in1952 on a “workshop” basis, 
to study problems of the management of the 
rehabilitation center and to establish criteria, 
standards and a definition of a Rehabilita- 
tion Center. 

Rehabilitation centers, many only so-called, 
began to spring up across the country like 
mushrooms after World War II. In many 
instances there was no real understanding of 
the different types of therapeutic and other 
services which must be offered before an or- 
ganization or private office could call itself a 
rehabilitation “center” or “institute.” Nor 
were properly trained (qualified) paramedical 
personnel always employed to give treatment 
in these so-called centers. 

In 1952, the Office of Vocational Rehabili- 
tation of the Federal Security Agency,** and 
the National Society for Crippled Children 
and Adults*** decided to co-sponsor a project 
to discuss problems of such centers. Repre- 
sentatives from 60 centers, curative or shel- 
tered workshops were invited to participate. 

Prior to this meeting, held in Indianapolis, 
Indiana, in December, 1952, each invited 
center had completed a detailed question- 
naire specifying the amount and kind of serv- 
ices and direction offered in their center. 
This material had been compiled for refer- 
ence use at the meeting. It also served as 
the then most complete directory of rehabili- 
tation centers, and was later published as 


*Read before the Section on Physical Medicine and Reha- 
bilitation, Southern Medical Association, ~~ First Annual 
Meeting, Miami Beach, Fla., November 11-14, 

**Miss Mary E. Switzer, Director, Office of ae Re- 
habilitation, Washington, D. C. 

***Mr. Lawrence J. Linck, Executive Director, National So- 
ciety for Crippled Children and Adults. 
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such by the Office of Vocational Rehabilita- 
tion. 

The sponsors had appointed a Steering 
Committee of nationally recognized ex- 
perts**** in rehabilitation to plan the meet- 
ing, and to develop objectives for the discus- 
sions. The objectives chosen were: (1) the ex- 
change of ideas and practices; (2) the collec- 
tion of valuable information about center 
programs for the use of rehabilitation center 
people; (3) to identify the problems in the 
operation of a rehabilitation center; and (4) 
to plan for any necessary continuing activities 
such as the scheduling of international visit- 
ors, development of a voluntary reporting 
system, or development of plans for future 
meetings. 

Forty-five centers of the invited 60 sent rep- 
resentatives to this first meeting. But among 
these representatives only 6 were physicians. 
Of the invited 60, only 11 centers had even 
furnished the name of a specific physician as 
their medical director or representative. 

The administrators present had attained 
these positions from varying backgrounds of 
experience, such as social service workers, oc- 
cupational and physical therapists, a speech 
therapist, vocational counselors, or perhaps 
they had been hired only because of expe- 
rience in administration, without previous ex- 
perience or training in any paramedical field. 

Most of these organizations had medical ad- 
visory boards, but a few stated they had none. 
Some of the 38 which did not list medical 


****The Steering Committee was composed of Miss Bell 
Greve, Executive Secretary, The Cleveland Rehabilitation 
Center; Miss Jayne Shover, Associate Director, National So- 
ciety for Crippled Children and Adults; Mr. Eugene J. Tay- 
lor, New York Times; Mr. Henry Redkey, Consultant, Re- 
habilitation and Adjustment Centers, OVR; Mr. R. J. N. 
Dean, Special Assistant to the Director, OVR; and Dr. J. H. 
Gerber, Chief Medical Officer, OVR. 
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representation later said they had medical di- 
rection, but it was brought out in the discus- 
sions that their directors rarely, if ever, came 
to the facility. They were merely “on call,” 
when the administrator decided there was a 
problem to discuss. Most often the “prob- 
lem” was administrative, not medical, and 
could be handled by phone. Generally, the 
medical advisory boards also served only in an 
advisory capacity. These physicians did not 
expect to supervise, nor were they asked to 
do so. 

It was (and still is) the general policy in 
many of these centers to obtain their patients 
by referral and prescription from any local 
physician. If the physician sends in a pre- 
scription that merely says “P.T.,” or “heat, 
massage and exercise,” the qualified physical 
therapist calls the physician in an attempt to 
get a proper or specific prescription. The oc- 
cupational therapists never receive any pre- 
scription, but only the words,—“O.T.,” or 
“give them O.T.” 


We physicians who were attending the 
meeting believed that a discussion of what 
constitutes adequate medical supervision or 
direction was basic in the problems of the 
operation and administration of any rehabili- 
tation center. The majority did not agree with 
us and were generally unwilling to give us 
any time to go into the problem, even though 
what was called “integration of services” was 
considered of the utmost importance, requir- 
ing much future study. 


It became very apparent in every discus- 
sion group that medical direction, or the need 
for real medical supervision, was of secondary 
importance in the 38 centers, curative or shel- 
tered workshops where therapy was actually 
being given. Since they had not been accus- 
tomed to, nor had had actual experience with 
part or full-time medical supervision, they saw 
no need for it. It was not a problem. How- 
ever, that the doctors did make an impres- 
sion, has been shown in later meetings, and 
in the operation of some centers. 

All the participants, including the physi- 
cians, felt that the first Workshop had been 
most stimulating. It had pointed up how 
much more study was needed to clarify a va- 
riety of problems, many of which were not 
entirely administrative. One of the main 
study problems set for the future was to 
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clearly define a rehabilitation center, and to 
clarify what specific therapeutic components 
and other services must be included before 
any facility could call itself a center. 

At the conclusion of the Workshop, the 
participants were divided into various com- 
mittees to study assigned problems, and a 
Continuing Committee was elected.1 This 
elected committee was to serve in the capacity 
of an Executive Committee to correlate the 
studies and to plan for the next Workshop. 
Mr. Henry Redkey, of the Office of Voca- 
tional Rehabilitation, where his specific as- 
signment is Rehabilitation Centers, was asked 
to serve as the Executive Secretary. 

The Continuing Committee, of which I 
was the physician member, held several meet- 
ings prior to the Miami meeting, and again 
in preparation for the meeting in Louisville, 
Kentucky, in December, 1954. 

The Second Workshop was held in Miami, 
Florida, in October, 1953, in conjunction with 
the meeting of the National Rehabilitation 
Association. Only one day could be set aside 
for the Conference during this meeting, so 
a full Workshop was not planned. 

The official definition of Rehabilitation 
Centers was adopted by the members who at- 
tended the Miami meeting, namely,—“A Re- 
habilitation Center is defined as a facility 
which is operated for the primary purpose of 
assisting in the rehabilitation of the handi- 
capped and disabled persons through an in- 
tegrated program of medical, psychological, 
social and vocational evaluation, and services 
under competent professional supervision.”* 

It was on the basis of this definition that 
rehabilitation facilities were defined in P.L. 
565, “Amendments to the Vocational Rehabil- 
itation Act,” and in P.L. 482, an extension 
of the “Hill-Burton Act,” one part of which 
provides for the allocation of funds for the 
survey and construction of rehabilitation fa- 
cilities. These two Public Laws were passed 
by the Eighty-third Congress, 1954. 

Services furnished in a rehabilitation center 
must include physical, occupational and 
speech therapy, psychologic testing, vocational 
counseling, and medical supervision. The lat- 
ter was to be furnished at least 50°; of the 
time. The majority of all services must be 
offered within the center, although counsel- 
ing and guidance services, psychologic testing 
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and social service may at times and possibly 
best be provided by the appropriate agencies 
or persons in a community. 

This is the interpretation of the defini- 
tion the conference adopted; this is the in- 
terpretation of the public laws and so stated 
by specific persons* in the Office of Voca- 
tional Rehabilitation who authored the bill. 

Sixty-one centers were represented in Louis- 
ville, in 1954. Fourteen physicians were pres- 
ent, of which 8 were physiatrists. The best 
known and most comprehensive centers in 
the United States failed to send any physi- 
cians, although they were members of the 
Conference and had sent other personnel to 
represent them. The United Mine Workers, 
National League for Nurses, National Re- 
habilitation Association were also represented, 
along with the two organizations who have 
continued as sponsors. 


A Constitution and By-Laws were adopted - 


at this meeting, and it was apparent that this 
organization was no longer an interim study 
and workshop group, but was developing 
permanence. The purpose of the organiza- 
tion, (as stated in the By-Laws) “shall be to 
develop and improve the services of rehabili- 
tation centers to handicapped and disabled 
persons by: (a) providing for mutual consul- 
tation, study and the exchange of ideas and 
experience among such centers; (b) providing 
a basis of unity and common action by these 
centers and (c) cooperating with other pro- 
fessional associations and agencies in the ad- 
vancement of the rehabilitation of handi- 
capped and disabled persons.’ Also, in ac- 
cordance with the By-Laws, membership is de- 
termined to be institutional in type, and is to 
consist of those organizations or institutions 
which had participated in this, or in the two 
previous conferences.* 

The Office of Vocational Rehabilitation 
announced that they were providing funds 
for a 6 months training course for Rehabilita- 
tion Center Administrators, to be given or 
supervised by the Institute for the Crippled 
and Disabled, in New York City. 

The Seven Study Committees appointed in 
1952 reported on: 

1. Relationship of Centers with Vocational 
Schools and Vocational Agencies. 


*Personal conference in Office of Vocational Rehabilitation 
reconfirmed again by phone. 
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2. Relationship of Centers with Hospitals 
and Medical Schools. 

3. Business Practices. 

4. Role of Team Members in the Rehabili- 
tation Center Staff. 

5. Training of Rehabilitation Center Di- 
rectors. 

6. By-Laws. 

7. Voluntary Reporting System. 


By 1954, there was a change in attitude 
toward more consideration of medical prob- 
lems. By this time also, a few of the member 
centers had added at least part-time (one hour 
per week, in one instance) medical supervi- 
sion within their centers. Those of us who 
had attended the first Workshop could note a 
definite change in attitude, but the physia- 
trists, at least, were appalled at the lack of 
medical participation. Fourteen physicians, 
with 61 centers represented, cannot put the 
blame for the lack of medical participation 
entirely upon the Centers. 


The initial report from the Committee on 
Relationships and Affiliations of Rehabilita- 
tion Centers with Medical Schools and Hos- 
pitals brought up much discussion. The final 
report of that committee as presented in the 
official proceedings is very good.*+ Neither 
this committee nor subsequent ones have had 
the specific assignment to discuss medical su- 
pervision within the centers, although other 
medical topics have been on the agendas. 


The fourth Workshop was held in St. Louis, 
in 1955.5 The studies were directed toward 
an interdisciplinary exploration of the voca- 
tional aspects of rehabilitation, including the 
“contribution” of medical, social and _psy- 
chologic services. 


The Constitution and By-Laws’ were 
amended in 1955 with membership changed 
to include new member institutions who 
qualified by the official definition. 

Fifty-eight American and 2 Canadian cen- 
ters were represented at this meeting. Fifteen 
physicians’ names are listed as center repre- 
sentatives, 10 of whom were physiatrists. Two 
physicians are listed as represented from each 
of 2 centers, so only 13 of the 58 had medical 
representation. I believe 12 physicians, in- 
cluding 8 physiatrists, were present. 

The report from the Fifth Annual Confer- 
ence, held in Washington, D. C., in Novem- 
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ber, 1956, listed 76 United States and 3 Cana- 
dian centers as_ represented. Eighteen 
American physicians, including 8 physiatrists, 
and one Canadian physician were listed as 
representatives of centers. Three of the big- 
gest centers have never sent medical repre- 
sentation, while a fourth one has been repre- 
sented medically at the last two meetings, and 
even 2 new members have always sent their 
physicians. While I am not sure of the exact 
number of physicians at this meeting, the 
physiatrists who attended and 2 who were 
unable to do so, all discussed the Conference 
of Rehabilitation Centers with me at the 
American Congress of Physical Medicine and 
Rehabilitation held in September, 1957. 


The medical report at the 1956 session was, 
“What the Referring Physician Expects and 
Needs from a Rehabilitation Center.” One 
sentence in this report states that: “On the 
initial evaluation team the medical director 
should be chairman, but the team approcah 
should be followed.”¢ 


Sponsorship (financial) of the Conference 
has continued to come from the Office of Vo- 
cational Rehabilitation and the National So- 
ciety for Crippled Children and Adults, but 
the National Rehabilitation Association has 
strong representation. Sponsorship of centers 
themselves, was reported in 1956 and is as 
follows: 


University 8 
Independent 26 
Easter Seal 5 
Hospital 7 
State 4 
Goodwill l 
Business and Insurance ] 


In addition to the 6 month courses for 
rehabilitation administrators, 2 of which have 
now been given from the Crippled and Dis- 
abled Institute, financed by Office of Voca- 
tional Rehabilitation, the Conference spon- 
sored an Institute on Center Planning in 
Chicago, in June, 1956. This was highly suc- 
cessful and very well attended, with a great 
variety of excellent papers, some of them on 
medical and hospital relationships, and with 
wide representation from all groups interested 
in rehabilitation, including medical person- 
nel. 


The Workshop Committees have continued 
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to grow and expand until the list of Com- 
mittee assignments for the Conference reports 
on December 6-8, 1957, include: 

Long Range Planning 

Workshop 

Prepaid Medical Insurance Plans 

Membership 

Governmental Policies in Rehabilitation 

Criteria for Establishment of Rehabilitation 

Centers 
Accounting Practices 
Architectural Committee 


A current 1957 problem and project is to 
find ways and means of obtaining a full-time, 
paid executive secretary.* The increasing 
growth and activities of the organization are 
also of interest. One is a contract with the 
Office of Vocational Rehabilitation for the 
preparation and distribution of a handbook 
on the principles and practices of Rehabilita- 
tion Center Administration.* This is a re- 
vision and addition of the earlier publica- 
tions of “Rehabilitation Centers in the United 
States.” Additionally, the Conference has been 
instrumental in establishing a project for 
architectural problems of rehabilitation cen- 
ters. This contract involves a prototype of 
the free-standing community center together 
with a booklet on, “Do’s and Don’ts” regard- 
ing architectural consideration. The contract 
has been undertaken between the School of 
Architecture at the University of Pennsyl- 
vania and the Office of Vocational Rehabili- 
tation. The American Institute of Architects 
and the Conference of Rehabilitation Cen- 
ters are in the background as interested parties 
to the contract.* 

The third project is the attempt to estab- 
lish liaison with the newly organized Na- 
tional Association of Sheltered Workshops 
and Homebound Programs which, in joint 
sponsorship with the National Rehabilitation 
Association, has announced the organization 
of the National Institute on the Role of the 
Workshop in Rehabilitation. This is to be 
held at the Bedford Springs Hotel, Bedford, 
Pennsylvania, April 15-18, 1958.*7 

Also, as a result of the experience of the 
Chicago Institute, it has become apparent 
to the Executive Committee that some begin- 


*Personal corresponden: from Kenneth W. Hamilton, 


lence 
Chairman, Conference of Rehabilitation Centers. Mr. Redkey 
yw continued to act as the executive secretary up to this 
te. 
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ning must now be made on standardization 
and nomenclature accreditation.* 

The 1957 official membership list includes 
78 centers. Seventeen physicians are listed as 
representatives; 9 of these are physiatrists. 
There are 21 other centers which I know 
have full or part-time medical direction. | 
identify 15 physiatrists and 6 other physicians 
as being associated with these centers. There- 
fore we can probably say that 38 centers have 
full or part-time medical directors, 24 being 
physiatrists. The amount of medical super- 
vision in the other 42 centers is not known. 
I am inclined to believe that the gain to 38 
has been a great accomplishment, brought 
on primarily by the physicians who have at- 
tended these Conferences. 

It should be clearly understood that it 
has not always been the fault of the physicians 
that they have not been present to represent 
their centers. One physician said her board 
had budgeted only to send their administra- 
tor in the past two years, thinking the Con- 
ference was only of interest to administra- 
tors. This physician will attend in 1957. It 
may well be that boards of directors in other 
centers, and even some of the larger ones 
which are well staffed medically and have 
no problem of medical direction and super- 
vision, also feel that the Conference meetings 
are only concerned with problems of man- 
agement. 

The Committee on Rehabilitation Cen- 
ters of the American Congress of Physical 
Medicine and Rehabilitation are seriously 
concerned about the problem of medical par- 
ticipation in the programs of Rehabilitation 
Centers. The official 1957 report stated: 
“Your committee recognizes as a problem of 
prime importance the rapid development of 
so-called rehabilitation centers which are 
sponsored by lay groups and which are with- 
out qualified medical direction. It recognizes 
also, the growing importance of the organi- 
zation named the Conference of Rehabilita- 
tion Centers.” Five specific recommendations 
relating to this problem were then listed. 
(The full report, with all the other commit- 
tee reports will be published in the Archives 
of Physical Medicine and Rehabilitation.) 


I have tried to make this a factual report, 
and list the most pertinent activities and 


*Personal correspondence from Kenneth W. Hamilton, 


Chairman, Conference of Rehabilitation Centers. 
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policies of the National Conference of Re- 
habiiitation Centers. This has included as 
accurate an accounting of medical supervi- 
sion and medical participation as could be 
obtained from both personal participation 
and from other sources. I attended the first 
three meetings and was a member of the 
first Executive Committee. Initial reports are 
prepared for the workshop discussions prior 
to each meeting. Final reports are published 
later. Center members, their representatives, 
and other participants are listed in each re- 
port. Information concerning some of the 
current 1957 activities was furnished by the 
acting executive secretary and the chairman 
of the executive committee. 

The “Proceedings from the Institute on 
Rehabilitation Centers” can be obtained from 
the National Society of Crippled Children 
and Adults. The reports it contains on “Es- 
tablishing Relationship with the Medical Pro- 
fession,” and summaries of the group dis- 
cussions on “A Hospital’s Interest in Re- 
habilitation” and “A Rehabilitation Center 
in a Medical School” should be of interest 
to many physicians. 

The members of the Conference are a dedi- 
cated group. They now generally state they 
would welcome more medical participation. 
Individually and collectively, the members 
are dedicated to offering more and better 
services for the disabled and handicapped. 
They are studying problems that need to be 
studied. 


As long as disabled and handicapped per- 
sons learn of others who have had the op- 
portunity to be rehabilitated, they are going 
to seek those services for themselves. The 
demand for rehabilitation will continue to 
grow as the many millions, now handicapped, 
seek help, and more and more physicians 
realize that an early program of rehabilita- 
tion is excellent preventive medicine. 


The Conference of Rehabilitation Centers 
is a sound organization, attempting, as are 
several other lay organizations, to offer medi- 
cal services relating to rehabilitation, because 
those services are needed. Rehabilitation im- 
plies a multidisciplinary approach of which 
the physical portion and much of the psy- 
chologic is a medical problem. The insistence 
upon adequate amounts of medical super- 
vision in every rehabilitation center must 
come from the medical profession itself. 
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Discussion (Abstract) 


Dr. Emmett M. Smith, Fort Sam Houston, Tex. 1 
think all of us will recognize that Dr. Covalt has given 
us some helpful and factual statistics on Rehabilita- 
tion Centers. It is most interesting to note that at the 
time of the inception of the first meeting, in 1952, to 
the present there has been a growth in both numbers 
of centers (curative or sheltered workshops) and med- 
ical supervision by physiatrists. For example, in 1952 
there were, in the beginning, 60 centers with 17 doc- 
tors listed, 9 of them being physiatrists. At the pres- 
ent time, we find 78 centers, 38 being under medical 
supervision, 24 by physiatrists. This represents a steady 
growth, especially, when one recognizes that most cen- 
ters at first may not have had the funds to pay a 
qualified physiatrist or physician or, usually not 
enough patients to warrant a full-time physician. 
Then, too, the local medical society and their physi- 
cians in the other specialties have their definite ideas 
about the management and the problems of rehabili- 
tation centers. They would immediately confront one 


*Published by the Department of Health, Education, and 
Division of Vocational Rehabilitation, Washington, 
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with at least the opinion that rehabilitation of the 
chronically ill and disabled to a satisfactory partial 
clinical reversal is the business of every physician. 
This is what prognosis means in the practice of medi- 
cine. Couple this with the problem in which unfair 
practices may result in a physician’s management of a 
center, or at least the society has fear that this may 
result, especially so for a part-time physician. For ex- 
ample, he may see a patient he can refer to his own 
office for varied special reasons. Then, too, we all 
recognize that the qualified physician for over-all man- 
agement of a rehabilitation center is a big job and 
should demand a rather high salary. 

Dr. Covalt should be complimented in bringing to 
us three other center projects for our thinking, that 
is, the project of a full-time paid executive secretary 
to handle the growth and work of the conferences, as 
well as such other obvious needs of a central office. 
Certainly, there is need of satisfying the architectural 
problems as well as liaison for the National Associa- 
tion’s Sheltered Workshops and Homebound Programs. 
The need and requirement of the rehabilitation cen- 
ters is not only that which the physicians will require 
but it is a program the patient, in this growing coun- 
try of ours, will demand. I am sure that I would add 
my voice to recommending that the American Con- 
gress of Physical Medicine and Rehabilitation take a 
definite stand on the medical direction of the centers, 
though, as I have outlined above, the amount of direc- 
tion should depend on the load and should be done 
in cooperation and in conjunction with the authori- 
ties of the local medical society. 


Thank you, Dr. Covalt, for your report on rehabili- 
tation centers. 


Renocolic Fistula: A Review 


of the Literature and a Case Report * 


RALPH A. DOWNS, M.D., Fort Smith, Ark. 


A REVIEW OF THE AVAILABLE LITERATURE re- 
veals that there are only two authors who have 
extensively reviewed the subject in regard to 
previous case reports. 


Incidence 


Mertz,' in 1931, collected and analyzed 31 
cases that had been reported from 1767 to 
1931. In 1949, Abeshouse? collected a total 
of 89 cases, including those reported by Mertz. 

There are 5 case reports that were published 
prior to 1949 and which were not included 
in either of these reviews. Since 1949, 15 addi- 
tional cases of renocolic fistula have appeared 
in the literature (Table 1). These additional 
cases, including the one presented below, 
bring the total number of reported cases 
to 110. 


Age, sex and location of the lesion. The 
youngest patient reported to have-a renocolic 
fistula was 18 months (Mertz) and the oldest 
was 81 years, the case presented herein. This 
condition occurred, usually however, in the 
young or middle-aged adults. 


Approximately 60% of these cases were in 
females and 56% of the fistulas occurred on 
the left side. However, there is no anatomic 
variation that would favor either sex or side. 


Etiology 


Table 2 reveals the various causes of this 
condition. Long-standing infection, which 
resulted in far advanced damage to the in- 
volved kidney, caused the majority of the 
renocolic fistulas. In most instances, the 
kidney was described as nonfunctioning or 
the pathologic specimen revealed virtual de- 
struction of the renal parenchyma. Urinary 


*Read before the Section on Urology, Southern Medical 
Association, Fifty-First Annual Meeting, Miami Beach, Fla., 
November 11-14, 1957. 


TABLE 1 


CASES NOT INCLUDED IN MERTZ’S AND ABESHOUSE’S 
ARTICLES 


Authors C 
Braasch and Emmett"! 
Briggs and Neale” 
Currie® 

Downs 

Ellik and Getz® 

Faria 

Fetter® 

Findlay” 

Hancock” 

Kent”? 

Kerr and Gillies’? 
Kummer'® 

Lower and Nichols” 
Pedroso and Anglada” 
Rohrer? 

Rost and associates** 
Thompson and Douglas*® 
Vincent”? 


Foreign articles written by Picatoste Y. Patino*™ and R. de 
Nunno* were not obtainable and may contain case reports. 


calculi were found in a large number of 
these cases, undoubtedly a complication of 
long-standing infection. 


Five cases of renocolic fistula followed in- 
cision and drainage of perinephritic abscesses 
(Ratliff, Higgins,t Markowitz and Katz,5 
Oeconomis, Rouffiac and Gerod'). Of the 2 
cases caused by injury in one, a fistula de- 
veloped 23 days following definite direct 


TABLE 2 
ETIOLOGIC FACTORS PRODUCING RENOCOLIC 
FISTULA 
Cases Per Cent 
(1) Urosepsis with stone 39 35.4 
(2) Urosepsis without stones 29 26.4 
(3) Tuberculosis of the kidney 28 25.5 
(4) Echinococcus 3 2.7 
(5) Trauma 2 1.8 
(6) Neoplasia 2 1.8 
(7) Unknown 7 6.4 
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trauma to the kidney (Ellik and Getz*). The 
second case (Rohrer*) occurred in a chron- 
ically infected kidney that had been trauma- 
tized 5 years previously. 

Of the 2 cases due to neoplasia, one (Fetter 
and Varano’) was due to a squamous cell 
carcinoma of the renal pelvis. The second 
case® was due to hypernephroma. However, 
in the latter, the patient had been operated 
upon and had had deep x-ray therapy 9 
months prior to the diagnosis of renocolic fis- 
tula. This makes it questionable whether the 
fistula was due to previous surgical treat- 
ment, deep x-ray therapy, or the tumor itself. 

It will be noted that in no case was the 
fistula formed from disease which originated 
in the bowel. 


Symptoms and Signs 


The symptoms caused by renocolic fistula 
may be described as general, urinary, or 
intestinal. The majority of these patients 
were chronically ill and debilitated individ- 
uals as the result of prolonged urosepsis. At 
the time, or just preceding the fistulous 
formation, an abdominal mass in the involved 
side was not an uncommon finding, since 
abscess formation was often the initiating 
process that formed the fistula. After the 
fistula had formed and the infected urine 
entered the intestinal tract, further debility 
could be expected from the ensuing colitis 
and hyperchloremic acidosis due to reabsorp- 
tion of urine. 


The urinary symptoms are those produced 
by chronic urinary tract infection with all its 
complications and sequelae. 

Pneumaturia, the passage of gas in the 
urine, was not a common complaint, but in 
several cases it was the chief complaint, which 
lead to the diagnosis. Pneumonephrosis, the 
demonstration of air by x-ray in the urinary 
tract, has been described (Kent'®). 


In rare cases the solid components of the 
feces were passed through the urinary tract; 
in one (Mouchet') it was reported that 
acariasis lumbricoides was passed through a 
draining sinus into the flank. 


Diarrhea was not a common intestinal 
complaint, but it was described in many of 
the early cases. Abdominal mass was men- 
tioned in many. 


There have been 2 cases prior to the one 
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presented in this article, that had passed 
urinary stones in the feces (Naire and Ogle’). 


Diagnosis 


Prior to modern diagnostic facilities, the 
great majority of the diagnoses of renocolic 
fistula were made at autopsy. In recent times 
the diagnosis has been made by x-rays of 
the kidneys or colon. 

Intravenous urography has not been de- 
scribed as a means of revealing the fistula, 
since most of the involved kidneys are non- 
functioning. There are only 7 cases in which 
the diagnosis was made by barium enema. 
Approximately 95°, of the cases diagnosed 
preoperatively were confirmed by retrograde 
pyelograms. Pneumonephrosis, demonstration 
of air in the urinary tract by x-ray, was de- 
scribed as a means of making the diagnosis 
of one case (Kent!), The passage of intra- 
venously injected indigo carmine in the feces 
or the passage of fecal content in the urine 
are helpful aides but are not confirmatory. 


Treatment 


Since the involved kidney is grossly diseased 
in most cases of renocolic fistula, nephrecto- 
my is the procedure of choice if the state of 
the other kidney will permit it. It was 
necessary to do a resection of the colon at the 
time of the nephrectomy in a few of the cases 
in which the bowel was grossly diseased. 
Some authors recommend preliminary co- 
lostomies and/or nephrostomies so _ the 
patient’s condition may be improved before 
nephrectomy and closure of the fistula is 
undertaken. 


TABLE 3 
METHODS OF TREATMENT FOR RENOCOLIC 
FISTULAE 
Compili- 
Treatment Cases Cures cations Mortality 
(1) Nephrectomy 
a. With closure of 
fistula 20 15 5 5 
b. With simultaneous 
colon resection 3 1 1 
c. Preceded by colostomy 2 2 0 0 
(2) Primary closure of fistula 1 1 t) 0 
(3) Nephrostomy 4 1 3 2 
(4) Incision and drainage of 
perinephritic abscess 7 0 7 4 
(5) Prolonged ureteral 
catheter drainage 2 1 1 
Total 40 23 17 13 


Over-all mortality 32.5% 
Mortality following nephrectomy 23% 
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FIG. 1 


It will be noted in table 3 that there were 
no permanent complications, such as cutane- 
ous fistula, in the cases that survived ne- 
phrectomy and primary closure of the fistula. 
Undoubtedly this is the procedure of choice 
if the general condition of the patient will 
permit, or if the findings at operation are 
conducive to it. 


The debilitation and poor condition of 
the patients suffering from this condition ac- 
count for the high mortality rate of 32.5 
per cent. It is probable that a lower mortality 
can be anticipated in the future because of 
antibiotics and newer methods of anesthesia 
and surgery. 


Case Report 


An 81 year old woman complained of pain in the 
left lower quadrant for approximately one week prior 
to admission to St. Edwards Mercy Hospital, Fort 
Smith. 


The onset of her pain was sudden and was severe 
enough to arouse her from sleep. The patient was 
treated at home by her family physician during the 
week before admission. Her condition became pro- 
gressively worse in that the pain in the left lower 
quadrant persisted and she had nausea, vomiting and 
extreme malaise. 


On the day of her admission, Aug. 9, 1956, the 
initial laboratory studies showed: WBC count of 
11,850, with 87% P.M.N., 10% lymphocytes, and 
3% monocytes. The urinalysis revealed few to moder- 
ate WBC with gram-negative bacilli on the stained 
specimen. There was a trace of albumin but no 


sugar. 
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The plain film of the abdomen on the day of 
admission revealed a large calcific shadow in the left 
bony pelvis and several small calcific shadows in the 
region of the right kidney. There was no abnormal 
amount of flatus in the colon (Fig. 1). 

Physical examination revealed an _ emaciated, 
acutely ill, elderly woman. There was slight abdomi- 
nal tenderness in the left lower quadrant; slight re- 
bound tenderness but no true rigidity. There were no 
papable masses. Liver, kidney and _ spleen not 
palpable. 

On Aug. 11, the 3rd hospital day, a K.U.B. and 
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FIG. 4 


1.V. pyelogram were done, which revealed no function 
in the right kidney. The right kidney shadow could 
not be made out distinctly. The left pyeloureterogram 
appeared to be normal. The function in the left 
kidney appeared to be normal in so far as the ap- 
pearance of dye was concerned (Fig. 2). Intravenous 
cystogram revealed that the calcific shadow in the 
left bony pelvis was not in the bladder and was not 
in relation to the left ureter. 


FIG. 5 
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On her 6th hospital day, urologic consultation was 
requested. A cystoscopy and retrograde pyelograms 
were done. The cystoscopy revealed a_ negative 
bladder except for the evidence of chronic infection; 
both ureteral orifices were normal as to position. 
Attempts to do a right retrograde pyelogram were un- 
successful because of an impassible obstruction in 
the right lower ureter. A ureterogram of the lower 
ureter was done (Fig. 3). 


On Aug. 16, a barium enema was done under 
fluoroscopy, which proved that this opacity in the 
left lower quadrant was within the sigmoid colon. 
The ascent of the barium was temporarily inter- 
rupted at this point, but it eventually advanced by 
the opacity and filled the colon above (Fig. 4). The 
barium was seen to extravasate from the colon in 
the region of the right costovertebral angle and 
came in contact with the calcific shadow in that 
region. 

Old x-ray films were obtained by this time, and a 
barium enema in 1952 appeared to be normal (Fig. 5). 
At that time the bowel apparently was not in ap- 
position with the right kidney and the opacity, 
typical of a staghorn calculus, is within the kidney. 
Intravenous pyelograms done in 1954 revealed this 
to be a staghorn calculus in the nonfunctioning right 
kidney (Fig. 6). 

On Aug. 15, a large staghorn calculus was removed 
from the sigmoid colon at operation. On opening 
the peritoneum, it was found, that one of the prongs 
of this calculus had perforated the sigmoid colon. 
The stone removed is shown in figure 7. 


The patient had cardiac arrest while on the table. 
Cardiac massage was done and she was temporarily 
revived. However she died on her 3rd_ postoperative 
day, apparently of cerebral anoxia, since she never 
fully recovered consciousness. Unfortunately, necropsy 
was not granted. 


FIG. 6 
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Summary 


1. A review of the literature on renocolic 
fistula is presented with an additional case 
report, the one hundred and tenth case. 


2. Analysis of previous case reports was 
done with regard to incidence, diagnosis, and 
treatment. 


3. A case of renocolic fistula is reported in 
which a large staghorn calculus passed 
through the fistula from the right kidney into 
the colon, and eventually perforated the 
sigmoid colon. 
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Discussion (Abstract) 


Dr. Edwin W. Brown, West Palm Beach, Fla. Dr. 
Downs is to be congratulated for an extremely de- 
tailed and complete report of this uncommonly re- 
ported entity, and for the addition of an interesting 
case of renocolic fistula. 


There are several features in this discussion that 
are of particular interest to me. First, in review of 
the literature, most of the authors mentioned that the 
etiology of this condition was most commonly perine- 
phritis; second, calculi of the kidney; and _ third, 
tuberculosis. In practically all cases they specifically 
mentioned that malignancies had not been involved. 
However, Dr. Downs mentioned 2 reported cases of 
renocolic fistula secondary to tumor,—one, a squamous 
cell tumor, and the second, a hypernephroma. One of 
the previous authors mentioned that the reason for 
the absence of renocolic fistula in tumors was the 
very rare occurrence of tumor spreading through the 
renal capsule. It has been my experience, however, 
on a number of occasions, to find tumor to have gone 
through the capsule and extended well into the 
muscular layers, though it is true I have not found 
a renocolic fistula due to tumor. 


Dr. Miley B. Wesson, in a report in 1937, made the 
statement, “A fistula between the kidney and_ the 
bowel is not so uncommon as the literature would have 
us believe,” and goes on to state that not all of these 
cases are seen by urologists. . . . Some are seen by 
general surgeons and not all of the cases found by 
pathologists at autopsies routinely are reported. He 
also states that before a fistula can exist between the 
bowel and the kidney, there must be a chronic inflam- 
mation of the kidney, either associated with a perine- 
phritis or a perinephritic abscess, and that the kidney 
may rupture directly into the colon or indirectly 
through the abscess. 


One of the interesting cases reported in the litera- 
ture was by Ellik and Getz, in which the renocolic 
fistula had occurred following an injury to the 
kidney in an auto accident. This fistulous tract had 
been demonstrated at the time of operation but had 
not been demonstrated either by pyelographic or 
barium studies. However, by instilling indigo carmine 
into the vein, the dye was recovered in the bowel. 


In browsing through the literature, I found mention 
of several other fistulous tracts between the kidney 
and other organs,—one, renobronchial; another, 
renogastric; and a third, renoduodenal. I have 
brought with me a slide that demonstrates this latter 
condition which was discovered at the time of a 
retrograde pyelographic study of a nonfunctioning 
kidney. 

Again I wish to congratulate Dr. Downs on his 
interesting paper and his excellent presentation. 
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Analysis of a Study of Over 500 
Patients Receiving Repeated Injections 
of an Anesthetic Drug into 


the Caudal Canal’ 


WALTER H. GERWIG, JR., M.D., SEYMOUR ALPERT, M.D., 
BRIAN BLADES, M.D., and CHARLES S. COAKLEY, M.D.,t Washington, D.C. 


Postoperative pain following surgical procedures upon the anus and adjacent areas may be very 
distressing. The authors have found caudal anesthesia very successful in controlling this pain. 


EVEN THOUGH IT HAS BEEN CLAIMED by some 
surgeons that their patients do not have pain 
following operations on or near the anus, we 
continue to see published reports concerning 
methods whose purpose is to reduce the 
amount of pain following such procedure. 
Frequently journals carry an article or possi- 
bly an advertisement making some reference 
to anorectal discomfort. In spite of the few 
comments indicating that postoperative pain 
follows hemorrhoidectomies and other pro- 
cedures, we feel that this remains a major 
problem. We were dissatisfied with the pro- 
cedure of an injection of an anesthetic in an 
oily base, because of its slow liberation, the 
precipitation of crystals causing a heavy con- 
centration of anesthetic which is not without 
some possible ultimate mishap, and local ap- 
plications which seem somewhat inadequate. 


In July, 1951, we began a study to evaluate 
a new method for the control of postoperative 
pain following hemorrhoidectomy. A prelimi- 
nary report of this investigation was published 
in 1953, giving the findings on the first 59 
patients.' The original report suggested the 
possibility of a new method but admitted that 
the number of patients on whom it had been 
tried was insufficient to permit any concrete 
conclusions. Six years have elapsed since the 
study was begun and over 500 patients have 
been treated. 


*Read before the Section on Surgery, Southern Medical As- 
sociation, Fifty-First Annual Meeting, Miami Beach, Fla., 
November 11-14, 1957. 


+From the Department of Surgery and Anesthesiology, 
George Washington University School of Medicine, Washing- 
ton, D. C. 


Technic 


Briefly, our method consists of repeated in- 
jections of an anesthetic agent via a vinyl tube 
into the caudal canal, with relief of pain by 
the blocking action of the anesthetic drug. 


A more detailed description of the technic 
is as follows: with the patient in a prone semi- 
jackknife position, the sacrococcygeal area is 
carefully cleansed and a small skin wheal with 
1% procaine is made over the sacral hiatus. A 
No. 26 gauge 5/8 inch needle has been quite 
satisfactory for this purpose (Fig. 1). Through 
this wheal, a special No. 18 gauge 214 inch 
thin wall caudal needle with a stylet is insert- 
ed into the caudal canal (Fig. 2). At this stage 
one must be assured that the dura has not 
been penetrated by the tip of the needle nor 
that it may have entered a blood vessel. This 
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FIG. 2 


is ascertained by withdrawing the plunger of 
the syringe attached to the needle gaining as- 
surance that neither spinal fluid nor blood 
can be obtained (Fig. 3). A regular caudal 
anesthetic of 20, 25 or 30 cc. 0.15% Ponto- 
caine is then administered (Fig. 4). A 60 cm. 
piece of vinyl tubing, the lumen of which will 
admit a No. 24 gauge needle, is then inserted 
through the caudal needle for about 314 
inches (Fig. 5). Following this the needle is 
withdrawn over the tube which is left in place 
(Fig. 6). A No. 24 gauge blunt needle with a 
hub adapter is inserted into the distal end of 
the vinyl tube; the tube is secured with adhe- 
sive tape and permitted to extend up the pa- 
tient’s back where it becomes easily accessible 


FIG. 3 
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FIG, 4 


at the lower thorax or upper abdomen near 
the anterior axillary line (Fig. 7). 

Preparation is made for the operation and 
it is performed. Hemorrhoidectomy, fissurec- 
tomy, fistulectomy, plastic repairs, incision 
and drainage of abscesses, biopsy, fulguration 
of anal tumors, and the like, make up the 
majority of the procedures we have done. 


Postoperative Management 


After the operation has been completed and 
the patient observed for one hour in the re- 
covery room, the patient is returned to the 
ward. He is instructed to notify the nurse in 
charge at the onset of any discomfort. This we 
have learned usually occurs after two or three 
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hours. By using a different sterilized 20 cc. 
syringe each time, the nurse removes the hub 
adapter and some anesthetic agent is injected 
via the tube into the caudal canal. The un- 
solicited praise on the part of the patient, 
having had an anorectal procedure and being 
immediately relieved of pain by this continu- 
ous caudal method of postoperative manage- 
ment, makes us believe that when it can be 
applied it is extremely effective. 


In the beginning we were quite cautious 
concerning the frequency with which an anes- 
thetic agent could be injected. Over the years 
we have learned that every hour is not too 
often. Some individuals will have a longer 
period of relief than others, and the frequency 
of injection depends entirely upon the recur- 
rence of pain. Prior to each injection the pa- 
tient is encouraged to void. We believe this 
has been a factor in reducing the necessity for 
catheterization to a minimum. Even though 
the tube has been permitted to remain in 
place for several days in some patients, we 
have for the most part removed it at the end 
of 48 hours. This relief of pain for 2 days by a 
periodic breaking of the pain cycle seems to 
permit the patient to better tolerate any sub- 
sequent minor discomfort. 

We have found this method is effective in 
85% of patients. The remaining 15% are 
those who may have a contraindication to 
caudal anesthesia, as the presence of a piloni- 
dal cyst or sinus, or any evidence of infection 
at the sacral hiatus, existence of a deformity, 
marked obesity, paralysis of the lower extrem- 


FIG. 6 
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ity or any changes of cord damage, a phobia, 
or just the feeling on the part of the patient 
of being unwilling to accept a caudal anes- 
thetic. Any patient who, at the time of the 
administration of the caudal anesthetic has a 
fall in systolic blood pressure of 30 mm. of 
mercury, automatically is excluded from this 
type of postoperative management. Even 
though the operation has been performed 
under the caudal anesthesia, the tube is re- 
moved and other measures to control pain are 
attempted. This is done because at subsequent 
injections of the anesthetic which may cause 
hypotension, there may not be material or 
personnel at hand to combat such a condi- 
tion. 

No antibiotics or chemotherapeutic agents 
have been employed in this entire series, and 
there has been no instance of infection associ- 
ated with this tube technic. If and when cir- 
culatory disturbances occurred with a reduc- 
tion of the blood pressure, the tube technic 
was discontinued. It became obvious that uri- 
nary retention was not increased and that the 
need for narcotics had been sharply decreased. 
We believe this is a safe, easy and efficient 
method to abolish pain following operations 
on the anus, and that it will be effective in 
85%, of all patients needing such procedures. 

Because of some contraindication to caudal 
anesthesia, inability to give a caudal anes- 
thetic, or due to the changes in blood pressure 
which occasionally occur after the initial ad- 
ministration of the caudal anesthetic, it is 
acknowledged that about 15% of patients 
cannot enjoy the benefit of this procedure. 
For those another method has been studied, 
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the results of which have been published re- 
cently.2 Tubadil, the slow acting curare-like 
preparation producing muscle relaxation, has 
been used coincidentally with Americaine 
aerosol anesthetic spray to reduce the sensi- 
tivity of the incised area. Though we would 
like to use the continuous caudal technic on 
all patients, the 15% in whom this is impos- 
sible can still get some relief from this combi- 
nation of Tubadil and Americaine. 


Summary 


In conclusion, the continuous caudal 
technic has been employed in over 500 
patients to determine its efficacy and to 
establish the safety of repeated instillations of 
an anesthetic drug into the caudal canal to 
aid in the reduction of pain following 
anorectal operations. This method consists 
of implanting a vinyl tube through the sacral 
hiatus into the caudal canal. An anesthetic 
drug is then introduced periodically through 
the catheter at frequent intervals following 
the operation. The relief of perineal pain 
and sphincter spasm, either postoperative or 
of other origin, has been effective in 85% of 
consecutive patients. There are certain 
contraindications or failures of the technic 
which make up about 15%, and it is in this 
group that we are at present evaluating the 
effects of Tubadil and Americaine spray to 
reduce pain as much as is possible. 
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Discussion (Abstract) 


Dr. Seymour Alpert, Washington, D. C. 1 wish to 
take this opportunity to state that it has been a 
pleasure to be associated with Dr. Gerwig and the 
others in this endeavor to reduce postoperative pain 
in our rectal cases. This is a good example of the 
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benefits from cooperation between the surgeon and 
anesthesiologist. 


These patients are relieved of most of the usual 
pain and discomfort seen after rectal surgery. Those 
who have had subsequent operations with the benefits 
of continuous caudal anesthesia are particularly 
pleased and grateful for its benefits. 

The anesthetic drugs commonly used are hydro- 
chloride salts such as tetracaine 0.15%, piperocaine 
15%, lidocaine 1%, procaine 1.5%, and _ chlor- 
procaine 3 per cent. Toxic circulatory, respiratory, 
and cerebral reactions to these drugs are rare but 
occasionally occur. 

Any time caudal anesthesia is administered it is 
important to remember that the blood pressure may 
have to be supported. We recommend doses of 
intravenous vasopressors rather than vasopressors by 
the subcutaneous or intramuscular route. Our 
technic is to add the 1 cc. ampule of 1% containing 
10 mg. of phenylephrine hydrochloride (Neo-Syneph- 
rine) to 500 cc. of 5% dextrose in water. We use this 
as a continuous intravenous drip and carefully titrate 
the intravenous vasopressor with the patient’s blood 
pressure. 

A means of administering positive pressure oxygen 
must be available in cases of respiratory failure. An 
ultra short-acting barbiturate such as_ thiopental 
(Pentothal Sodium) should be given when signs of 
cerebral stimulation are evident. 

It is well to keep in mind that the repeated use 
of local anesthetics may exhibit the phenomenon of 
tachyphylaxis—progressively less and less effective 
with succeeding doses. For example, adequate relief 
of pain for 3 hours may be noted after the first ad- 
ministration, and after 5 or 6 injections it may be 
noted that reinjection is necessary in an hour. We 
find it advisable to use another anesthetic drug, and 
the duration of anesthesia again returns to normal. 
The amount of anesthetic drug injected at each 1 
to 4 hour interval should not exceed 25 cc. If that 
amount of drug is not effective, it is wise to use 
another local anesthetic agent rather than increase 
the quantity of the drug used formerly. 


In addition to cooperation between the surgeon 
and anesthesiologist we must stress the necessity of 
obtaining full cooperation from the surgical floor 
nurses. One should not wait until the patient is 
severely distressed. The injection of anesthetic agent 
through the vinyl catheter should be done as soon as 
the patient has any discomfort. In this manner the 
patient is assured a comfortable postoperative course 
after rectal surgery. 
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Intravenous Procaine in the 
Management of Some Cutaneous 
Manifestations of Collagen Diseases: 


JOSEPH FARRINGTON, M.D., Jacksonville, Fla. 


The author describes the effects of this drug intravenously in the amelioration of symptoms and 
cutaneous changes in scleroderma and dermatomyositis. 


PROCAINE INTRAVENOUSLY has been used in a 
variety of apparently unrelated conditions, 
but since Turner’s! report, in 1950, of the 
treatment of 4 cases of scleroderma there has 
been little in the literature on its use in the 
treatment of the collagen diseases. ACTH and 
the cortisones have proved most successful in 
the conditions in which the inflammatory 
process is predominant and least successful 
where the sclerotic or fibrotic process pre- 
dominates. Thus, there is an abrupt thera- 
peutic gap in the diseases with an early in- 
flammatory stage, such as scleroderma, re- 
sponding to hormones and the overwhelming 
sclerosis as an end result which shows no such 
response. If to this sclerotic state is added 
the frequent Raynaud’s phenomena and the 
possibility that the long continued use of 
hormones may predispose the patient to cor- 
onary disease or peripheral ulceration, this 
neglected problem becomes most important. 

Studies begun 7 years ago have shown a 
pattern of response to intravenous procaine 
in some of the cutaneous manifestations of 
collagen diseases heretofore unreported. In 
almost every case improvement was consistent 
but variable in degree. The clinical syn- 
dromes, as well as necropsy reports, have es- 
tablished for a long time that this group of 
diseases affect many internal organs in a char- 
acteristic manner. This report, however, is 
concerned with the influence of intravenous 
procaine on the cutaneous manifestations of 
the collagen diseases, with the greater empha- 
sis on scleroderma since it is the one most fre- 
quently encountered. 


*Read before the Section on Dermatology and Syphilology, 
Southern Medical Association, Fifty-First Annual Meeting, 
Miami Beach, Fla., November 11-14, 1957. 


Pharmacologic Aspects 


Procaine was first synthesized by Einhorn, 
in 1905, when he prepared a series of drugs 
from para-amino benzoic acid.? Until fairly 
recently procaine hydrochloride was con- 
sidered only as a local anesthetic. Its intra- 
venous injection was considered to be dan- 
gerous. In 1937, however, Lewey reported 
upon its intravenous administration in tin- 
nitus aurium with no untoward reaction.? 
Following this report, the use of procaine in- 
travenously became more widespread and 
there was a more intense study of its pharma- 
cologic attributes. Procaine hydrochloride, 
b-diethylaminoethyl p-aminobenzoate hydro- 
chloride is similar in structure to Benadryl 
(b-dimethylamino ethyl-benzohydryl ether 
hydrochloride) and to acetylcholine. 


It is heat stable (100°C.) and easily soluble 
in water. Procaine solution incubated with 
fresh minced liver or in vivo? is quickly hy- 
drolyzed (52% within 5 minutes) to form 
para-aminobenzoic acid and diethylaminoeth- 
anol. The former is acetylated, and 94% is 
excreted in the urine within 24 hours. The 
fate of the latter is unknown. 


Graubard and associates quoted by Kerr 
and Brehm®* and State and Wagensteen* have 
described the action of procaine as, (1) anti- 
histaminic; (2) anti-acetylcholine (nerve 
blocking); (3) directly acting on cells (espe- 
cially nerves and endothelial cells); and (4) 
having an epinephrine-potentiating action. 
The exact mechanism of action of the antihis- 
taminic drugs is unknown at present, but 
their local anesthetic effect is well known. 
The anti-acetylcholine effect is said to be a 
curare-like phenomenon, both sensory and 
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motor synapses being affected. This is the 
basis for the use of the local or intravenous 
injection of procaine in causalgias where an 
antidromic reflex is the apparent cause of 
the pain-vasospasm-muscle spasm cycle. The 
afferent and efferent stimuli are blocked by 
the procaine and the cycle is broken. Direct 
effects on the nerve cells may cause some of 
the toxic manifestation as well as result in 
breaking the vicious cycle of antidromic re- 
flexes. The potentiation of the action of 
epinephrine is the rationale for the use of 
procaine in asthma and urticaria. This prop- 
erty may be the true reason for some reac- 
tions thought to be due to procaine. In ex- 
perimental animals, toxic symptoms occur on 
rapid injection of procaine intravenously in 
doses exceeding 20 mg. per kg. of body weight, 
or when a blood level of 25 mg. per 100 cc. 
is exceeded. The administration of ascorbic 
acid and glucose or both increase the toxic 
dose. The ability of the barbiturates to abort 
or to prevent convulsion due to procaine is 
well known. At least 90% of the procaine 
disappears from the blood stream in 20 min- 
utes after injection, due to rapid hydrolysis 
of the procaine and to rapid diffusion into 
the body fluids. Graubard and associates® con- 
cluded that the maximum safe dose is that 
amount which can be excreted or detoxified 
within 20 minutes after injection. Clinically, 
they found that the minimum effective dose 
was 4 mg. per kg. injected. They referred to 
this as “the procaine unit,” and describe a 
“rotameter” to be used for measuring this 
dose accurately. With this dosage they ob- 
served the following “undesirable reactions” 
in a series of 2,000 injections: marked dizzi- 
ness, apprehension, a sensation of trembling, 
sleepiness and temporary unconsciousness. In 
my smaller series these were rarely observed. 
It is my impression, which agrees with that 
of Kerr and Brehm,’ that the objective and 
subjective complaints of the patients parallel 
the concentration of the solution, the rate of 
injection and the nervous stability of the pa- 
tients. In addition to the foregoing pharma- 
cologic effects, there are certain measurable 
objective findings which are of importance. 
In a group of diseases which may show spon- 
taneous remissions and whose symptoms are 
known to vary with the season of the year, 
the emotional state of the patient and the 
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passage of time, the following observations 
were considered significant and necessary: 

I. A thermacouple applied to an area of sclero- 
derma 20 minutes before and 20 minutes after 
starting intravenous procaine in a series of 12 
patients shows an average rise in temperature 
of 0.2° C. 


II. Tonometer measurements. Tui and collabora- 
tors} described a tissue tonometer (in princi- 
pal the same as the tonometer of ophthalmolo- 
gists, measuring the displacement “or depres- 
sion of the skin under given weights”). With 
this instrument the softening of the scleroder- 
matous skin under the influence of therapeutic 
measures can be shown. 


Ill. The sensible and insensible perspiration can be 
determined, the former by direct observation 
and the latter by chemical tests, as for example: 
(1) utilizing the chemical fact that cobaltous 
chloride in a saturated alcoholic solution is deep 
blue but turns bright pink on the addition of 
water, a small amount of this saturated solution 
is applied over the parts to be tested and will 
indicate immediately when insensible perspira- 
tion starts, or (2) if one paints the part to be 
tested with iodine and dusts on rice powder or 
starch, a violet blue color appears in the pres- 
ence of moisture or perspiration. 


Treatment 


Each patient was hospitalized and prepared 
by the administration of Seconal, 0.1 Gm., 
orally 20 minutes before starting the intra- 
venous therapy. The initial dose consisted of 
500 cc. of 0.1% procaine in normal saline or 
5% glucose solution (depending on whether 
the patient had received previous hormone 
therapy). If there were no untoward reactions 
to this amount, the patient was usually given 
1,000 cc. once per day for the succeeding 6 
days at a rate of 45 drops per minute. Such 
courses were repeated at intervals of 6 weeks 
until optimum improvement was obtained. 
If there was no additional improvement after 
the third course, therapy was discontinued. 
The maximum number of courses given any 
one patient was 12 and the least was three. 

Attempts were then made to put intraven- 
ous procaine to clinical use as opportuni- 
ties were afforded. Some indication of the 
results which might be expected in the 
collagen diseases came with experiences in 
treating some closely related or similar lo- 
calized diseases. Twelve cases of balanitis 
xerotica obliterans were treated with intra- 
venous procaine, 3 of which have been re- 
ported elsewhere.6 The first improvement 
noted was that the coronal surface, at first 
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FIG. 1 
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FIG. 2 


The effect of intravenous procaine on balanitis xerotica 
obliterans. Note the desquamation of diseased epidermis at 
D leaving normal red glans tissues at G. 


dry, hard and parchment-like, became soft, 
followed by actual desquamation of diseased 
epidermis (Fig. 1). Slight scaling in this dis- 
ease is characteristic but the peeling of rela- 
tively large sheets of epidermis, leaving nor- 
mal red glans tissue, does not occur spon- 
taneously. Paresthesias and anesthesia as well 
as painful erections disappeared. Microscopic 
sections obtained from symmetrical areas be- 
fore, and 6 weeks after intravenous procaine 
show an apparent increased vascularity. Sim- 
ilar but less dramatic results were obtained 
in 2 cases of lichen sclerosis et atrophicus 
(Fig. 2). It was then only a short step to the 
treatment of morphea with equally gratifying 
results. The sharp borders of localized sclero- 
derma would, usually at the end of 6 weeks, 
begin to blend imperceptibly into the sur- 
rounding skin with the gradual disappearance 
of the lilac halo (Fig. 3). Skin which was stiff, 
taut, leathery and hide-bound became more 
soft, pliable and loose. The best results were 
obtained in 2 pregnant women having mor- 
phea. Undoubtedly this can be attributed to 
the synergistic action of relaxin, a polypep- 
tide-like material secreted by the mammalian 
ovary during pregnancy. (The favorable in- 
fluence of relaxin on scleroderma has been 
reported by Casten and Baucek.*) One col- 
ored woman with a typical coup de sabre 
lesion of the scalp, forehead and nose showed 
definite softening and more pliability of the 
skin but little cosmetic improvement. 


Lichen sclerosis et atrophicus. Note the involution of 
plaques at A, B and C after intravenous procaine. 


Five cases of generalized scleroderma, 3 in 
colored men and 2 in white women were 
diagnosed while still in the edematous stage. 
Intravenous procaine did not prevent the 
subsequent sclerosis but continued treatment 
improved the sclerotic state. 

Of a total of 71 cases of all types of sclero- 
derma, about half were acrosclerodermic or 
generalized. Of these cases, 15 patients com- 
plained first of aching, soreness, stiffness and 
swelling of the various peripheral joints and 


FIG. 3 


A patch of morphea on the thigh of a 15 year old boy 


showing the response to intravenous procaine. Note the 


disappearance of the lilac halo and that the borders blend 
imperceptibly into the surrounding skin. 
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FIG. 4 


An ulcer of the tip of a finger in a 35 year old woman 
with acroscleroderma. 


of the fingers and toes. In the more advanced 
cases the patients also noted these changes 
in the mandibular joints, accompanied by 
difficulty of mastication and stiffness of the 
perioral tissues. These symptoms improved 
in every case with intravenous procaine 
therapy, including the last patient so treated 
who expired 3 days after starting treatment. 
At the end of her second intravenous treat- 
ment, she was able to masticate and to flex 
fingers which had been stiff for several 
months. 

Eight cases of acroscleroderma with Ray- 
naud’s phenomena were treated. Six of these 
responded dramatically; coldness, cyanosis and 
intermittent vasospasm were relieved. Limited 
peripheral cutaneous ulcerations rapidly 
healed with the first course of intravenous 
procaine (Fig. 4). There was relapse in one 
patient with reappearance of ulceration of 
the finger tips after an interval of 5 years but 
healing took place rapidly with one addi- 


FIG. 5 


Same patient as figure 4, six weeks after intravenous pro- 
caine therapy. The scar is smooth and there is absence of 
a stellate configuration. 
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tional course of procaine. The resulting scars 
on the finger tips were smooth, nontender 
and there was a complete lack of the stellate 
configuration usually seen (Fig. 5). Beau’s 
lines on the finger nails were also apparent. 
One middle-aged, alcoholic woman showed 
absolutely no improvement and lost most of 
her fingers despite a subsequent sympa- 
thectomy. 

We encountered Raynaud’s phenomena of 
the severest type in 3 cases of dermatomyo- 
sitis. The youngest of these, age 3, obtained 
relief with one course of intravenous procaine. 
We began treating the second case, a young 
girl, at age nine. She had severe pain, pallor 
and peripheral ulcerations in addition to myo- 
sitis. Over a period of 6 years she received 
satisfactory relief from many episodes of 
Raynaud’s phenomena, but during the past 
12 months she has lost most of her fingers 
and toes. The surgeon, on one occasion while 
debriding her hand, found a large blood clot 


FIG. 6 


“Healed”’ generalized scleroderma in a 15 year old girl 
after intravenous procaine. The skin is soft and pliable. 
The muscular atrophy and pigmentation persist. 
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TABLE 1 
Favorably 
Generalized Dermato- or Influenced 
(Systemic) poikilo- by I. V. 
Morphea Acrosclerosis Scleroderma dermatomyositis Procaine 
Size of lesion Small Variable Large or numerous Variable Yes 
Prodromes No Yes Yes Yes Yes 
Vasomotor phenomena No Yes Yes Yes Yes 
Sharp border Yes No No No Yes 
Sclerodermatic changes Yes Yes Yes Yes Yes 
Lilac halo Yes No No No Yes 
Hyper-hypo-pigmentation Yes Yes Yes Yes No 
Muscle changes 
(Inflammation; atrophy) Yes Yes Yes Yes No 
Alopecia Yes Yes Yes Yes No 
Calcium deposits Yes Yes Yes Yes No 
71 cases 4 cases 


completely occluding a major artery. This 
might indicate peripheral arterial occlusion 
resulting from sludge mechanism and inabil- 
ity to establish collateral circulation rather 
than a failure of procaine. One case of poikilo- 
dermatomyositis with Raynaud’s phenomena 
obtained complete relief and improvement in 
her sclerosis. 


With the exception of the disappearance 
of the violaceous margin in morphea, we 
noted no change in the pigmentary disturb- 
ances in any case of collagen diseases. 


We had hoped, by relieving the confines 
of a “hide-bound” epidermis, that the under- 
lying musculature would, over a period of 
time, regain its normal size and development. 
Such was not the case, for the muscular 
atrophy associated with scleroderma or derma- 
tomyositis persisted apparently unchanged 
long after the overlying skin became soft and 
pliable (Fig. 6). No influence was noted on 
alopecia or calcium deposits. 


The results of treatment are summarized 
in table 1. 


Conclusion 


This report indicates that intravenous pro- 
caine tends to delay progression and to pro- 
duce a reversion toward normal of certain 
cutaneous manifestations of some collagen 
diseases. 
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Discussion (Abstract) 


Dr. Robert O. Lauderdale, Birmingham, Ala. As 
Dr. Farrington has stated, there has been little in the 
litertaure concerning the use of intravenous procaine 
in collagen disesaes even though many pages have 
been written concerning its use in other varied and 
unrelated conditions, even as a treatment for consti- 
pation. 

While side reactions do occur in some cases, they 
appear to be few and not nearly as severe as we once 
had feared they would be. The frequency and se- 
verity of these side reactions, as Dr. Farrington noted, 
very definitely parallel the concentration of the pro- 
caine and the rate of administration. In the cases 
which I have seen, a feeling of warmth, with flushing, 
is noted most frequently, and a mild to severe head- 
ache may ensue if this warm sensation is allowed to 
become excessive. In a limited number of cases, I 
have had no serious reactions. 


I was impressed by the demonstration of definite 
physical and physiologic changes in the areas of sclero- 
derma, as well as the methods which were employed. 
This would indicate why I.V. procaine therapy might 
prove beneficial. However, it was not stated how 
these changes compared with those of normal areas. 
Such a comparison would better aid one in evaluating 
the findings. 

The statement is made that limited ulcerations 
healed rapidly. It is true that healing is more rapid 
than that which occurred prior to using I.V. procaine, 
however, it is still a relatively slow rate of healing. I 
agree that there is little or no influence upon the rate 
of formation, or the size of formations of calcium de- 
posits by this mode of therapy. 

1.V. procaine therapy is relatively old by now, yet it 
has not enjoyed any great popularity. This leads one 
to question, why? I feel there are several reasons: (1) 
relief seems to be only temporary, (2) relief is more 
subjective than objective, (3) it may delay progress 
but it does not stop the natural progression of 
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scleroderma, and (4) it is time consuming and mod- 
erately expensive for the benefit received. 

Questions to Dr. Farrington: 

1. I did not give the patients Seconal before therapy. 
Is Seconal desirable other than for sedation? 

2. Have you had any serious reactions? 


3. Will an ordinary ophthalmologist tonometer be 
satisfactory, or is a special one desirable? 

4. Do you feel this treatment is more than tem- 
porary or does it permanently clear any of the men- 
tioned conditions? 

It has indeed been a pleasure to read Dr. Farring- 
ton’s paper and make these comments. He has stim- 
ulated us to more extensive evaluation of the use of 
intravenous procaine in dermatology. 

Dr. Farrington (Closing). 1. Yes, it is desirable pro- 
phylactically. Seconal and other barbiturates are pro- 
caine “antagonists.” Their ability to abort or prevent 
convulsions caused by procaine is well known. 


2. I have had no serious reactions to intravenous 
procaine in this series. 


PROCAINE IN THE MANAGEMENT OF COLLAGEN DISEASES—Farrington 


1431 


$. An ordinary ophthalmologist’s tonometer is un- 
suitable because the foot plate is designed to fit the 
curvature of the eyeball; one must, therefore, use a 
specially designed tonometer to fit the flat surface of 
the skin. 


4. Proper evaluation of specific therapeutic results 
is handicapped by the tendency of these diseases to 
undergo partial remissions without warning or with- 
out a recognized cause—a feature of each of the col- 
lagen diseases. Specifically, in regard to scleroderma, I 
feel that with few exceptions improvement was vari- 
able in degree but permanent. In a series of 71 cases 
of all types of scleroderma encountered over a period 
of 7 years, there were only two deaths. These were in 
young women admitted to the hospital moribund be- 
fore getting I.V. procaine. This would indicate a re- 
duction in the mortality rate. Out of 8 cases of acro- 
sclerosis with peripheral ulceration healing with in- 
travenous procaine therapy, only one patient relapsed 
after an interval of 5 years. 


I most sincerely appreciate Dr. Lauderdale’s discus- 
sion and enlightening comments on this paper. 
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Lost Tranquility: The Indications and 


Contraindications for the Use of Tranquilizers * 


JACKSON A. SMITH, M.D.,t Omaha, Nebr. 


The author first considers the basic circumstances of anxiety states. The question which 
poses itself is, to use or not to use tranquilizers,—will they do harm or do good. 


By THE LATEST COUNT, as received in the 
morning mail, over 10 million patients have 
been treated in this country, with one tran- 
quilizer, and 6,700 articles have been pub- 
lished through the world about it, and yet 
the dosage still has to be individually deter- 
mined. Therefore, what is contained herein 
is somewhat less than new and somewhat less 
than complete, since I could not lay hands 
on one of the 6,700 published articles. 

The tranquilizers have had their hour or 
moment, depending upon the span of time 
over which one wishes to view them, and 
have lost some of the appeal which they once 
possessed as “wonder drugs.” To attempt to 
discuss these preparations with the lack of 
restraint that would have been possible three 
years ago is like the old story of the man 
being ridden out of town on a rail, who 
remarked, “Except for the honor of the thing, 
I'd just as soon walk.” 


The main concern of this paper is a con- 
sideration of what is being sought in treat- 
ment with the tranquilizers, since, as judged 
by the number of these drugs being prescribed, 
this lack of tranquility is reaching epidemic 
proportions. 


Tranquility is a state of calm, serene com- 
posure, free from disturbance and accom- 
panied by wakefulness; it is a state certainly 
to be desired in self but not so appealing in 
one’s employees. Culturally we hope tranquil- 
ity rather than confusion will be our lot as 
we become aged; this same tranquility is not 
regularly admired in the younger, rather they 
are taught to be anxious, competitive and 
concerned. 


This is more an anxious than a tranquil 


*Read before the Section on Medicine, Southern Medical 
Association, Fifty-First Annual Meeting, Miami Beach, Fla., 
November 11-14, 1957. 

+From the Department of Psychiatry and Neurology, Uni- 
versity of Nebraska College of Medicine, Omaha, Nebr. 


age. The tranquility of the first 50 years of 
life may be continuously interrupted by con- 
cern over the last fifteen. We seek sufficient 
security to anticipate any unforeseen misfor- 
tune, from sickness to our own demise. Such 
concern for the future provides a sustained 
market for, at least, at transitory tranquility. 

Since no one has yet produced a plan that 
offers physical immortality, the next best so- 
lution in the search for security is to make 
death somewhat less a material loss by ade- 
quate insurance. It is of interest that insur- 
ance companies apparently consider an indi- 
vidual in less danger from others than from 
yourself, since the only financial penalty for 
being killed is for shooting yourself. It is the 
endless attempt to control the unforeseen fu- 
ture that destroys the tranquility of the 
present. 

Of course, man had tranquilizers several 
centuries before he realized the phenothiazines 
had derivatives; he found that alcohol made 
him unconcerned, calm and serene, to the 
point of stupor. 

It has been stated that “.. . primitive man 
experimented with every root, twig, leaf and 
flower, every seed, nut, berry and fungus in 
his environment;” and that pharmacology 
preceded agriculture. It seems that by the late 
Stone Age primitive man was poisoning him- 
self in a somewhat systematic fashion and that 
there were addicts before there were farmers. 

The quality which produces an uncomfort- 
able nontranquil state is anxiety or tension. 
It might follow that the tranquilizers would 
then be indicated for the same types of pa- 
tients who, in the pretranquil past, might 
have been given phenobarbital; in essence 
this is correct. 

The tranquilizers are indicated for the ex- 
cessively and uncomfortably anxious or tense 
patient. 
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Anxiety arises from a threat to the integrity 
of the individual. This threat may arise from: 
(a) an internal source, or (b) an external 
source. 


Internally Lost Tranquility 


The internal source of anxiety may be 
partially explained as follows: As an _ indi- 
vidual matures he evolves a habitual manner 
of response or behavior. This is the method 
he pursues in satisfying his needs for food, 
shelter and, of course, sex. In addition he has 
another less often stressed problem and this 
is the battle for status, position or prestige 
in his own group. This complicates the pic- 
ture considerably because he must satisfy his 
needs according to the established rules of 
his society and it behooves him to gain their 
admiration in the process. Man, being both 
blessed and condemned by an awareness of 
himself beyond the immediate, has always to 
consider how he will satisfy these same needs 
during a later, less physically able period of 
life. 


Each individual has a partially conscious 
concept of himself which automatically re- 
jects certain types of behavior as being safe 
or hazardous. Normally, successful effort gives 
one confidence; some patients fail to develop 
this confidence and are always fearful of fail- 
ure. This internal insecurity, this lack of self 
confidence, should be stressed because it is so 
frequently evident in the anxious patient. 
This “self doubt” may so preoccupy a patient 
that he cannot pause, he must not miss a 
day’s work, he cannot take a vacation, be- 
cause he must be constantly acquiring more 
material security. 


Such patients find harmony only in con- 
stant activity or turmoil. They have to have 
a problem, a crisis or a conflict; if they do 
not have an outside source of concern, they 
are overwhelmed from within by their doubts 
about themselves. Consequently, the anxious 
patient frequently is more uncomfortable on 
a week end or his day off than while he 
is working. They may make a million dollars, 
and those less successfully anxious or more 
lethargic cannot see why such people do not 
quit work and enjoy it. Obviously, the finan- 
cial gain did not alter the internal doubt; 
although the patient can be more comfort- 
ably uncomfortable, he still has the added 
problem of keeping what he has acquired. 
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More frequently seen is the woman who 
can safely show affection only by finding 
fault, and she usually marries a man who 
spends the remainder of his life trying to 
avoid turmoil without which she cannot live 
comfortably. Such couples seldom need a 
hobby,—they have each other, but they may 
need a tranquilizer. 


Another source of anxiety or tension arising 
internally derives from the patient who is too 
demanding toward himself or more often her- 
self. There is accord as to what propriety 
demands and what one may not obviously do; 
but many are so rigid in their standards for 
themselves that they cannot tolerate an aware- 
ness of anger, hate or forbidden impulse 
within. 

To do only what is right is much more 
feasible than thinking only what is correct. 
If human relationships were conducted on a 
purely philosophical level and each encounter 
was weighed with equal consideration by both 
parties, perhaps we could do without our 
adrenal glands, since we would have no need 
for anger. But, in the nonphilosophical in- 
terim, anger, hostility and aggression will 
continue to arise in those wronged; patients 
who are too passive are vulnerable to im- 
position which they resent. 


If such a patient feels guilty because she 
becomes angry and has somewhat less than 
charitable thoughts about others, a continuing 
cycle of conflict is initiated. This situation is 
seen in the unmarried daughter who remains 
in the home to care for the aging parents. 
The parents soon come to expect rather than 
appreciate her efforts; and anyway, they are 
more worried over an unpredictable son who 
always remembers to send them a Christmas 
card, if nothing else. 


Such sources of internally arising tension 
may be at least temporarily relieved by the 
tranquilizers. Before tranquilizers or advice 
are given, the physician should always pon- 
der whether the solution offered must not 
have occurred to the patient. 


For instance, a woman says she has been 
married for 20 years to a man she hates; if 
she has not thought of divorce during these 
20 years she should be suspected of being 
defective. Therefore, the suggestion that she 
get a divorce is not enough. A patient says 
he believes he is ill because he has not taken 
a day off in four years; the advice “relax, 
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and take it easy” is hardly sufficient. In both 
cases, the clarification of why the obvious has 
not been tried as a solution is much more 
enlightening and therapeutic than to merely 
suggest the undeniably obvious. 


Anxiety or a Loss of Tranquility 
from External Causes 


Illness in another individual of the same 
sex, age and circumstance as the patient is a 
frequent source of external anxiety. 


The easiest way to clarify this is by an 
example. Three men in their forties are doing 
the same type of work, one has a fatal cardiac 
infarction while on the job; the survivors are 
somewhat more aware of their cardiac status. 
They may even check their pulse occasionally 
just to make certain it “is all right;” then if 
their employer drops by and gives the fol- 
lowing advice, “take it easy, we don’t want 
anybody else dying from a heart attack,” they 
will probably give up cigarettes and coffee 
within the next ten days and be in for a 
“check-up” within two weeks. 


A similar situation pertains to the middle- 
aged woman who has one or more close friends 
develop carcinoma. The cause is the obvious 
similarity of circumstance between the anx- 
ious survivor and the unfortunate friend, and 
the conclusion that she has no evident im- 
munity protecting her from a similar fate. 

Unexpressed hostility is another frequent 
source of anxiety produced externally. The 
too calm patient who refuses to let anything 
“bother him” is an example. The wife who 
says that “during 40 years of marriage there 
has never been a ‘cross word’” implies that 
one of the two partners is exceedingly toler- 
ant, they are living in different parts of the 
house, or else her husband is a deaf mute. 

Some people do spend their waking hours 
attempting to avoid any display of emotion, 
particularly anger. They seek after harmony 
and tranquility with such vigor that they 
become tense in the process. These patients 
are disturbed by other people’s disharmony 
even though it does not involve them directly. 

Others work for years contentedly at the 
same job until a supervisor appears who is 
inconsiderate, demanding or humiliating. 


Others may quit, be fired, or be transferred 
but the patient who becomes anxious ex- 
presses no anger, and “keeps his feelings to 
himself,” because he has responsibilities that 
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demand he continue on the job and seniority 
in the position, but primarily because he has 
always avoided conflict. He gradually be- 
comes more tense until he suddenly develops 
a state of acute anxiety. 


These are the superficial causes of a lack 
of tranquility. 


Symptoms 


Anxiety, though much discussed, is not 
always unmistakably apparent in the patient; 
it is rare indeed that the patient offers as 
his presenting complaint, “I’m anxious.” 

Subjectively, the patient experiences anx- 
iety as apprehension and morbid concern 
over self and what may happen in the future. 
This concern is aggravated by an increased 
response to all stimulation, by an overactive 
autonomic nervous system, and by the intru- 
sion of sensations into awareness that are 
ordinarily unconscious. 


The unconscious is a frequently used neuro- 
psychiatric term, the meaning of which, at 
least in this instance, is easily clarified. The 
nonanxious patient is not uncomfortably 
aware of his heart beat, his respiration, his 
abdomen, nor of himself; these sensations re- 
main unconscious; but in the anxious patient 
they morbidly occupy his conscious state. 
Since he did not wilfully create the sensations 
nor the apprehension and has no idea of their 
origin, he may find it difficult to ignore or 
to “forget them.” 

The sensations which the anxious expe- 
rience are widespread, and depending on the 
patient’s age, sex and concern, may be focused 
in one area. They complain of “ringing ears,” 
“blurred vision,” “pounding heart,” “shortness 
of breath,” “numb hands,” and “dizziness,” to 
name only a few. Any one of these may be 
of particular significance to the individual, 
to the exclusion of the other symptoms; as 
in the patient who may have seen his father 
expire following a cerebral hemorrhage, and 
will find his “light-headedness” of unique 
and personal interest. 


It would appear that what a man feels 
takes precedence over what he thinks; in 
other words, a sensation outweighs an idea, 
and as long as his heart palpitates and “feels 
like it’s going to stop” he will find tranquility 
hard to come by, although he has intellec- 
tually accepted the fact that his heart is not 
unusual. 
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There are several methods (or psychoneu- 
rotic reactions) by which the patient can 
control his anxiety to some degree in an ef- 
fort to regain the lost tranquility. These par- 
tially successful attempts at regaining homeo- 
stasis are evident either in the development 
of somatic symptoms, for which no substan- 
tiating cause can be found, or in an obviously 
agitated or “nervous” state. 


Chronic Anxiety 


An anxious state may be either chronic 
or acute. The chronic, being by far the more 
difficult to treat, will be considered first. 

Diagnosis is not any great problem in the 
chronically ill patient. The history is clari- 
fying since he has been treated for an ex- 
tended period for one complaint or another 
by a series of physicians. Such persons show 
a superficial familiarity with medical terms 
and drugs, and they resent any implication 
that their own diagnosis for which they re- 
quest treatment is incorrect or in need of 
confirmation. They may also be angered by 
the fact the physician fails to show the same 
surprise, interest or wonder over their com- 
plaints that neighbors, relatives, or members 
of the lay public do. 

These patients eternally seek treatment 
which by its very nature confronts them with 
a paradox, since such treatment must relieve 
their suffering without depriving them of the 
support their illness has given. With such 
chronically ill patients, their symptoms have 
become, literally, “a way of life.” They rely 
on the symptoms to justify their failures, af- 
ford them compensation for the satisfactions 
they have missed, and offer a safe, circum- 
scribed subject for conversations at social 
functions and with whomever they meet. 

Having failed previously in their relations 
with other people, they have only their ill 
health to isolate them from the unpredictable 
demands of living. Their interest and their 
awareness is narrowed to the point where the 
routine daily requirements are carried out 
mechanically without pleasure, and satisfac- 
tion is gained by impressing others with what 
they accomplish in spite of their limitations. 


Such patients are not a source of great 
satisfaction in treatment since they frequently 
neither get better nor worse but maintain an 
exasperating and demanding state in which 
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one complaint is dropped only as it is replaced 
by another. This situation is particularly 
stimulating to the physician if the hypochron- 
driac (as frequently happens) utilizes the 
waiting room, with other patients as an au- 
dience, to describe in minute detail the lack 
of improvement they have experienced. 

Patients who are plagued with fears, who 
are chronically dissatisfied with themselves, 
and who gain little pleasure from living may 
gradually evolve the explanation that all their 
inadequacy, displeasure and apprehensions 
arise from the fact that they are ill. Subse- 
quently each discomfort becomes a symptom 
and any disliked task is avoided by an exacer- 
bation which is justified by their conviction 
of their semi-invalid state. 

The fact that the physician fails to find 
proof of illness presents no great problem, 
because he either failed to make the right 
“test,” or he was not expert enough to locate 
the trouble. He must be wrong because they 
do not “feel” any better. 

Tranquilizers are indicated in such patients. 
They are not specific but tend to decrease 
the anxiety which provokes the symptoms. 
These preparations may also allow the physi- 
cian a means of avoiding a routine discussion 
of somatic complaints, with the hope of gain- 
ing insight into the long-standing difficulties 
which beset the patient. Again, it should be 
emphasized, the patient considers himself 
physically sick, he has the subjective sensa- 
tions to prove it to his own satisfaction, and 
he is seldom pleased with those who fail to 
agree. 


Acute Anxiety 


The acutely anxious patients are extremely 
uncomfortable, overtly tense and much in 
need of tranquilization. Such findings as a 
tachycardia, excessive perspiration (particu- 
larly axillary and palmar) are the rule in 
these patients, along with complaints of in- 
somnia, fatigue and anorexia. However, they 
may be noticeably vague about their chief 
complaint and only want a “check-up.” It 
would seem as important to determine why 
a patient chooses a particular time to have 
a “check-up,” as to do the examination itself. 

If there is one pathognomonic feature 
among the various complaints of the anxious, 
it is probably their undue concern over them- 
selves. This concern is evident in the hyper- 
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tensive patient who develops a panic state 
over his blood pressure and wants to know 
the exact readings. He may go to several doc- 
tors to be sure that he is not being deceived. 
He is no sooner reassured than doubt returns 
and continues to increase until he shortly 
returns for another determination. 


The anxious or nontranquil frequently 
seek an examination to disprove a fear; being 
afraid, they are very acute not only to what 
is said, but to any concern, undue interest 
or question the physician may ask while the 
physical examination is being done. The 
mildly anxious take their cue from the doc- 
tor; if he is not concerned, they are reas- 
sured. This lack of concern on the physician's 
part is much more reassuring than an admo- 
nition “not to worry,” particularly, if the pa- 
tient is not sure what he is not supposed to 
worry about. 


When a patient who has previously been 
in good health is seen with vague and chang- 
ing complaints for which no sufficient cause 
may be found, anxiety should be suspected 
as well as some rare or obscure malady. 


Site of Action of the Tranquilizers 


A recent review of the reports on the neuro- 
physiologic effects of the tranquilizers by 
Unna? concluded that “convincing neuro- 
physiological evidence for the action of reser- 
pine and of chlorpromazine is not yet at 
hand.” However, the following determina- 
tions have been established: 


Meprobamate has a mephenesin-like action 
causing depression of the internuncial neurons 
in the spinal cord and the bulbar reflex 
regulating centers. Meprobamate also has mild 
anticonvulsant properties and little if any 
effect on autonomic function, either pe- 
ripherally or centrally. 


Reserpine apparently blocks the afferent 
pathways of the central autonomic centers, 
thus attentuating their stimulation, and it 
may enhance cortical inhibition of dien- 
cephalic structures or activate inhibitory cen- 
tral sites. Hypotensions and bradycardia, as 
well as the effects on respiratory and vaso- 
motor reflexes, shown by reserpine, appar- 
ently result only from central autonomic ef- 
fects. 


Chlorpromazine seemingly has both central 
and peripheral autonomic effects. 


SOUTHERN MEDICAL JOURNAL 


NOVEMBER 1958 


Indications 


The presence of anxiety or tension should 
be the first consideration in recommending 
these drugs. The existence of an anxious state 
is considered in those obviously tense as shown 
by agitation, restlessness or increased motor 
activity (who are also in an euthyroid state). 

Anxiety is also to be sought in patients 
with evidence of an overactive or unstable 
autonomic nervous system. Finally, patients 
with undue concern over somatic complaints 
which cannot be substantiated by a thorough 
physical examination merit an appraisal of 
their emotional status; particularly if they are 
disturbed by insomnia, anorexia, fatigability, 
and emphasize the fact they have never been 
“nervous.” 

It must be stressed that this is an empirical 
approach; the tranquilizers only control the 
symptoms, they do not effect the cause. Such 
treatment is comparable to aspirin in those 
who have fever; similarly, if the cause of the 
tension or the fever is self-limiting, the treat- 
ment is quite effective. They are apparently 
well tolerated over prolonged periods of ad- 
ministration. 


The tranquilizers offer some patients relief 
from an extremely uncomfortable state, but 
they will not make the patient’s wife more 
responsive, his neighbor less annoying, nor his 
employer less demanding. They may decrease 
his response to these irritations. 


The Contraindications 


Presently, there is general accord that the 
tranquilizers are contraindicated in the de- 
pressed. This applies particularly to reserpine. 
As always, there is an exception and this is 
in the agitated depressive patient, who ordi- 
narily would be hospitalized and should be 
closely observed. 


Side-Effects 


Bone marrow depression occurs in some 
patients who receive the tranquilizers, and 
the development of a leukopenia is sufficient 
cause for discontinuing the medication. This 
bone marrow depression may not be evident 
until after three or four weeks of treatment, 
and those given these preparations over a 
prolonged period should have a leukocyte 
count once a month. Grand mal seizures have 
been reported, as well as jaundice, extra- 
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pyramidal symptoms, hyperpyrexia, and al- 
lergic skin responses. A reduction of the 
dosage or a discontinuation of the drug is 
indicated if the side-effects are severe. 

The decision over the side-effects, par- 
ticularly with the phenothiazine derivatives, 
depends on the therapeutic response; if there 
is marked clinical improvement, a temporary 
reduction to a lower dosage level should be 
considered rather than discontinuing the 
medication. 


In evaluating these compounds on men- 
tally ill patients, the most frequently seen 
complication is the development of extra- 
pyramidal signs. This usually begins with 
fatigue, muscular weakness, and cogwheel 
rigidity. If a therapeutic response has not 
been obtained and the dose is raised, within 
a week the patient shows a loss of facial ex- 
pression, excessive salivation, and he may 
complain of difficulty in swallowing and feed- 
ing himself. In some patients there appears 
to be a relationship between the degree of 
disturbance and the rapidity with which 
extrapyramidal symptoms develop. Also, the 
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larger the doses the greater the likelihood of 
this extrapyramidal involvement. 


Finally, comes the question of dosage. It 
would seem wise in the patient who is not 
psychotic, to begin with the minimum recom- 
mended dosage of the particular tranquilizer 
being used and to increase it during a 4 to 
6 week period to the maximum recommended, 
if improvement does not occur. If improve- 
ment does occur (i.e., if the patient becomes 
more tranquil, less concerned, and more at 
ease), the dose should be held at this level. 


It seems fitting to end on a question which 
is not dulled by accord, and that is, how 
long should one prescribe a tranquilizer be- 
fore becoming discouraged? In the nonpsy- 
chotic, six weeks would seem an ample trial, 
since six weeks without improvement is about 
the maximum most nonpsychotic patients will 
tolerate anyway. 
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Certain Aspects of the Practice of 
Medicine Among Females of 
Primitive and Modern Societies* 


JOSEPH L. SELDEN, JR., M.D., Fort Myers, Fla. 


The author contrasts, in a philosophical vein, the gynecologic problems encountered 
in a primitive society with those of our own contemporary society. 


DuRING THE TWENTY-ONE YEARS since gradua- 
tion from medical school I have had the op- 
portunity to spend 7 in the tropics. Some of 
this was on my own time, the rest through 
courtesy of the United States Army. The years 
1939-1941, were spent in West Africa, at 
Mbolahun in the Liberian Hinterland, near 
the junction of the Liberian, Seirra Leone 
and French Guinea boundaries. I had charge 
of a 35 bed Mission Hospital. This work was 
among primitive people whose culture had 
not advanced much beyond that of the iron 
age. I will attempt to compare certain aspects 
of this practice with that I conduct today 
among females of this highly civilized society 
of ours. 


Please bear with me while I attempt to pre- 
sent briefly the background of this culture 
and the habits of its people. The inhabitant 
of this district belonged to three separate 
tribes whose general physical characteristics 
and languages were different. They were 
called the Kissi, Kpandis, and the Loma. 
They were still under the tribal system of 
government, and spoke of all members of 
their particular clan as if they were their 
blood brothers. This claim of kinship caused 
much confusion when the patient’s history 
was obtained at the hospital. The tribes were 
ruled by chiefs over whom there was a Dis- 
trict Commissioner appointed by the Liberian 
Government. 


By religion the people were divided into a 
small group of Christian converts, a slightly 
larger group of Moslems, but the vast bulk of 
the people were Animists or Spirit Worship- 


*Read before the Section on Gynecology, Southern Medical 
Association, Fifty-First Annual Meeting, Miami Beach, Fla., 
November 11-14, 1957. 


ers, believing there were spirits, mostly evil, in 
the large trees, rocks, caves, rivers, and. else- 
where, which needed constant appeasement. 


The country was mountainous and the only 
connections with the outside world were nar- 
row footpaths which wound around the edges 
of the hills avoiding the swamps wherever 
possible. The rushing streams were forded 
during the dry season, and in the rainy season 
were crossed on suspension (monkey) bridges 
made of vines and sticks woven together and 
anchored to large trees on each shore. The 
nearest motor road was in Seirra Leone, a 
days walk away. The Liberian capital, the 
coastal city of Monrovia, was a five day walk 
away. All supplies were packed in on a native 
bearer’s back or on his head, in 60 pound 
bundles. There were no modern conveniences 
such as electricity, or hot and cold running 
water. All news was four or five days old. 1 
went for two years without seeing a motor car 
or hearing the blare of a radio, and I read 
stateside newspapers six weeks old and thor- 
oughly enjoyed them. The diet of the people 
was basically unpolished rice and palm oil, 
liberally seasoned with local peppers which 
were hotter than Tabasco sauce. This was oc- 
casionally supplemented by a dab of meat, 
fowl or fish or a termite queen. 


Officially the District Commissioner was 
the nominal ruler of the country through the 
chiefs, but the real power in the country were 
the Bush Devils or medicine men, who con- 
trolled everything through the Secret Bush 
Society. These devils never appeared in public 
without wearing their official regalia, which 
consisted of a huge grotesque mask and a 
skirt of grass and skin. In fact, some were so 
powerful and feared, that when they moved 
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about the countryside all the trails were 
cleared of the women and children and non- 
initiated men. For, if a nonmember happened 
to see them he would die before the next 
moon. The natives also believed that the 
devils controlled the lightning and could 
make it strike at will against their enemies. 


All of the youths went into the bush school 
for about a year of training in folk lore and 
the native arts and crafts. This had a sort of 
symbolic rebirth ritual attached to it. The 
children were figuratively eaten up by the 
devil and at the end of their stay were reborn 
again, but as men. The girls went through a 
similar school. While in the school a rite of 
circumcision was performed on both sexes. 
The female rite, due to the Moslem influ- 
ence, had been modified and only part of the 
labia minora and clitoris was removed. The 
pharonic mutilating rite whereby the vagina 
is sealed off was not employed by these peo- 
ple. These devils were skilled in many things. 
They constructed suspension bridges out of 
vines that would make an engineer most en- 
vious. They had a knowledge of toxicology 
which they used quite judiciously to mete out 
punishment when taboos were broken. I have 
seen people wither away and die from no ap- 
parent cause, other than fright, when the 
devil “made medicine” against them. They 
compounded a concoction which, when rubbed 
on a hernia, would fibrose this tissue in a 
manner similar to the injection method of 
treatment. On several occasions I have oper- 
ated on a hernia which had had previous na- 
tive therapy, and never since have I cut 
through such dense tough scar tissue. I made 
every effort to obtain a sample of the sub- 
stance to bring back for analysis, I even went 
so far as to hire a minor devil as a hospital 
dresser, but in spite of all the promises I was 
never able to wheedle them out of a drop. 

There was another more nefarious society 
which the government was attempting to sup- 
press and it had, therefore, gone underground. 
In Liberia it was called the Leopard Society, 
in other parts of Africa it was known as the 
Baboon Society. It made a medicine which 
required among its ingredients human heart 
and fat. This was rubbed on the bodies of the 
members, believing that the recipient would 
be twice as powerful since he acquired, in 
addition, the strength of the man from whom 
the medicine was made. To acquire the neces- 
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sary ingredients a member of the society 
would lie in wait on some lonely trail at 
night, with a three-pronged weapon, and 
pounce on a hapless individual, usually one 
who had no close family connection, rip him 
open with the claw knife and tear out his 
heart and omental fat. The marks of the 
weapon made it appear that the victim had 
been killed by a leopard. Once a would-be 
victim who managed to escape his fate was 
brought into the hospital. Although he had 
the telltale lacerations about his throat, and 
it was obvious as to what had happened to 
him, he denied everything. 

The most common conditions seen at the 
hospital were malaria, yaws, filariasis, ame- 
biasis, gonorrhea, lymphopathia venereum, 
leprosy, schistosomiasis, trypanosomiasis, trop- 
ical ulcers, and intestinal parasites literally by 
the quarts. 

I was a bit disappointed in the volume of 
gynecology and obstetrics when I first arrived, 
for I had overlooked the Moslem ban and the 
bush taboo about men attending women in 
these departments. The natives believed that 
if a man was present at the birth of a child he 
would certainly die in a short time. Even my 
Christian dressers were afraid of this taboo 
and would run away rather than help. It was 
only by threat of physical violence that could 
I get them to assist in a labor case. Conse- 
quently my obstetrics was confined to the 
semicivilized and those who were in extremis. 
The women would not be delivered on a 
table but preferred to squat on the floor. The 
accoucher sat on the floor in front of them 
and caught the head. This was surely rough 
on an aching back. With regard to pain dur- 
ing labor, these women in normal cases had 
some discomfort but not too severe, as the in- 
fant was usually very small and they seldom 
had lacerations. Immediately after the deliv- 
ery the women went to the river for a ritual- 
istic cleansing bath. In the complicated cases 
the native midwives strung the poor girl up 
to the rafters of the hut by her arms and 
pulled down on her abdomen with each con- 
traction. Everytime one of the attending wom- 
en crossed over the threshold of the hut she 
rubbed her hand against the doorway to ap- 
pease the household spirit. The huts were 
made of sticks and clay wattle, upon which 
cow-dung had been liberally rubbed to give 
the walls a hard glaze. The umbilical cord 
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was not cut and tied but was snatched off and 
then dressed with a fresh sheep-dung poultice. 
Needless to say the incidence of postpartum 
and neonatal tetanus was a bit high. 


If no progress had been made after three 
days of hard labor, and as the poor soul’s life 
ebbed away, the strength of the taboo sub- 
sided. She would be placed in a hammock, 
transported to the hospital, and be dumped. 
The arrival of one of these tragedies threw 
the hospital into a state of turmoil. Those 
who were brought in during my stay there 
were cases of gross cephalopelvic dispropor- 
tion. All of the infants were dead in utero and 
necrotic in some instances. The mothers 
quickly “followed suit” shortly after their ar- 
rival at the hospital. The previous physician 
had been able to salvage one infant by cesar- 
ean section, though the mother died shortly 
after operation. 


The care of the infant posed a real prob- 
lem since the only supply of fresh milk was 
from the human breast, and there was a taboo 
against wet nursing because the women be- 
lieved the dead mother’s spirit would become 
jealous and kill the other woman’s child if 
she wet nursed. While a woman nurses her 
child she lives apart from her husband and 
abstains from sexual relations with him. It 
was not unusual to see a five or six year old 
child standing up a “swigging’” from his 
mamma’s “pap.” Couvade was not practiced 
by these people. 


The gynecologic surgery was limited to so- 
cial outcasts. These were the ones whose con- 
dition put them beyond the pall. The worst 
group were those with combined vesicovaginal 
and rectovaginal fistulas; we termed them the 
cloaca. This condition was usually the end re- 
sult of pregnancy following lymphopathia 
venereum. Some of these poor creatures had 
fistulous openings in the bladder as large as a 
silver florin. This was in the pre-antibiotic 
era and my success at closing them was not 
too spectacular. However, I must say that be- 
fore it was over with I had developed a great 
respect for Dr. Marion Sims. Recently, I 
talked to a nun who is a physician in charge 
of a Mission Hospital in India; she had seen 
many similar cases and felt that most of these 
bladders were too badly damaged to be ever 
successfully closed. She solved the problem by 
transplanting the ureters into the colon. 
Elephantiasis of the vulva caused by filariasis 
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was quite common, and since it interfered 
with a necessary female function the taboo 
was relaxed and, therefore, they presented 
themselves for simple vulvectomies. The taboo 
was directed against surgery on the female 
genital tract only when done by a male. The 
remainder of the anatomy was free of taboo. 
The women freely submitted to surgery for 
hernia, elephantiasis of the legs, osteomyelitis, 
liver abscess and goiter. Patients with huge 
colloid goiters came in from the interior of 
French Guinea; they were due to the lack of 
iodine in that region. Several difficult ones 
had been previouly injected with hot water by 
a French Guinea medical officer. This de- 
stroyed the planes of cleavage and I was pro- 
vided with a horrible mornings work when 
I removed one. Since vaginal examinations 
were not done, only one uterine fibroid was 
palpated through the abdomen during my 
three years there. No carcinoma of the breast 
was seen; ample opportunity for observation 
was afforded as the women’s breasts were bare. 
They often had intricate designs carved on 
them, utilizing the keloid properties of their 
skin to accomplish this. The lack of malig- 
nancies was probably due to the short life ex- 
pectancy of the people, since malaria and 
dysentery were ever lurking in the background 
to strike down the debilitated. 

The sex mores and inhibitions of this so- 
ciety, in which slavery had only been abol- 
ished a few years before, were quite different 
from what is considered acceptable and legal 
here. The struggle for existence was basic 
there; famine was ever around the corner, 
failure of the rice crop meant real hunger, 
and there were times when a hamper of rice 
would obtain more services than a handful of 
silver shillings. In such a society there is no 
necessity for “keeping up with the Jones,” and 
the causes of frustration, repressions, and sup- 
pression that we encounter daily did not exist. 
Polygamy was legal and women were consid- 
ered chattel. They were sold by their families 
under the guise of a dowry. The usual price 
being about £10. The average young man’s 
income was about 5 shillings a month. It was 
quite a feat to obtain the dowry money. 
Therefore most of the men placed themselves 
in virtual bondage to their father-in-law and 
worked the amounts off in installments. Many 
of the more desirable belles were bought up 
by the chiefs and the wealthier of the older 
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men. One clan chief in the district had some 
fifty odd wives. As with many primitive peo- 
ple it was considered proper to furnish a visit- 
ing dignitary with a temporary wife during 
his stay. Quite often she was the chief’s daugh- 
ter or younger wife. 


It was obviously impossible for one of these 
old men to adequately tend to the wants of so 
many women, in spite of all the aphrodisiacs 
employed. Consequently, the girls took up 
with some other man; periodically the most 
indignant, lawful husband would drag the 
man into court, charging him with the use of 
his wife without permission, and collect a 
heavy fine. This proved an excellent adjunct 
to his income. There was no stigma of illegit- 
imacy attached to the offspring resulting from 
these unions. The children were the property 
of the lawful husband. The infant mortality 
being high, the children were sought. Another 
factor was that the economy of the country 
was based on the production of rice and the 
youngsters were needed in the fields. 


These people were spirit worshipers who 
believed that all illness and misfortune were 
the results of evil spirits entering their bodies, 
and therefore channeled tensions and frustra- 
tions along these lines. The Moslems were 
fatalistic and all things that happened, good 
or bad, were shrugged off by saying, “It’s the 
will of God,” and that was it. The primitive 
minds were susceptible to suggestions. I had 
the opportunity of wicnessing a Trial by Or- 
deal. A goat had been stolen, two men were 
accused, both denied the charge. A minor 
devil was brought out of the bush to use his 
native lie detector. It consisted of a pot of 
boiling oil in which two iron rings were 
placed. After a proper “build-up” of incanta- 
tions, etc., he rubbed some type of substance 
on the hands and arms of the accused. Each 
man was forced to plunge his hand into the 
pot and pull out the rings. The innocent one 
held his ring, although I could hear it sizzle 
in his hand, without the slightest show of 
pain; afterward no evidence of burn was 
found upon examination. The guilty one was 
burned slightly and howled loudly with pain 
as he dropped the ring. 


During my entire stay I did not treat a pa- 
tient having gastric ulcer, hypertension, asth- 
ma, allergy or dysmenorrhea. There was only 
one case of acute appendicitis and it was in a 
semicivilized man from the coast. Very few 
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acts of violence occurred, for the natives set- 
tled their differences not by the exchange of 
blows but by a lot of loud talk. In fact, 1 
never saw a patient who did not have some 
definite pathologic condition; all had either a 
blood stream, urinary or intestinal parasite, or 
perhaps all three. If psychosomatic conditions 
existed among these people they were never 
seen in the hospital. I am certain that emo- 
tional problems existed, but they were chan- 
neled through outlets other than somatic. 
They were carried to the soothsayers and 
minor devils who sold them a gris-gris or 
charms of cowrie shells and dried chicken 
blood to wear around their neck or hang upon 
the eaves of the house, thus appeasing the 
spirits and comforting their spirit. 


After being conditioned to treating gross 
and definite pathologic entities, and then to 
come back to the atomic age and begin to 
treat the modern woman with her frustra- 
tions, tensions and feelings of insecurity, all 
obscured by suppression and repressions, was 
certainly disconcerting. It required a drastic 
remodeling of the scale by which I evaluate 
the signs and symptoms a patient presents. It 
was most difficult for me to conceive of a pa- 
tient accusing this and that of her innocent 
organs as being the cause of her difficulties. 

There was one particular group of women 
who offered a most interesting and baffling 
problem. These all had histories, symptoms, 
and physical findings strikingly similar. They 
were all local war brides. Their common com- 
plaints were of pelvic pain, dysmenorrhea, 
menorrhagia, leukorrheal discharge, loss of 
weight, and when asked about their sex life 
they all answered with a disgusting “Bah!” 
The physical examination revealed an under- 
nourished highly nervous young woman. The 
vaginal examination demonstrated a mild 
nonspecific leukorrhea, the uterus was normal 
in size and shape but painful to palpation, 
freely movable usually in midposition. Al- 
though the salpinges were not enlarged they 
were very painful to palpation. The ovaries 
were also painful and were generally enlarged 
and had a cystic consistency; from time to 
time on subsequent examinations they varied 
in size from being barely palpable to the size 
of a lemon. These girls complained bitterly of 
these symptoms far in excess of the physical 
findings. They would grace the office by their 
presence every day if allowed to do so. Upon 
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questioning them about their relations with 
their husbands and families, they at first hotly 
denied the presence of any friction or tension. 
However, on better acquaintance with them 
it became obvious that a great deal of tension 
existed at home. Unfortunately, since they de- 
manded such an impossible amount of time at 
each visit for the repeated recitation of their 
complaints, and were so impatient that if 
something was not done immediately for their 
pain and sufferings, they rapidly changed 
from one physician to the next. 


If in a weak moment, one succumbed to the 
pressure to “do something” and explored 
their abdomen, the only finding of any conse- 
quence, much to one’s embarrassment, were 
two ovaries filled with follicular and corpus 
luteum cysts of various sizes. The end results 
of the operation are the same, whether an 
ovary is removed, the cysts resected, or left 
alone. The glamour of her operation gives 
four to six months relief from symptoms. 


Gynecology is inseparably related to psychi- 
atry. Gynecologic disorders are often symp- 
toms of an illness of living. It has been well 
proved that often emotional stresses lead to 
hormonal and vascular changes which account 
for many symptoms such as dysmenorrhea, 
amenorrhea, metrorrhagia, infertility and 
vaginismus, and often lead to organic changes 
in the ovaries, myometrium and endometri- 
um. I feel quite certain that this group of 
women fall in this category, that the cystic 
condition in their ovaries was due to pitui- 
tary dysfunction brought on by emotional 
stress. In most of this group the underlving 
conflicts were obscure and complex, and it 
would take the skill of a psychiatrist to bring 
them to the surface. The tragic results of these 
women constantly shifting from office to of- 
fice seeking aid was that they were subjected 
to repeated operations, losing a cyst here, a 
tube and an ovary there, and ending up with 
the surrender of their uterus before they were 
33 years of age. By some chance a few of these 
with simple clear-cut problems have not 
strayed away and I have followed them closely 
for 8 to 10 years; here is a typical case. 

C. Y., a highly nervous woman, was first seen on 
Oct. 12, 1946, aborting a two and a half month 
fetus. I learned later that it was the result of a severe 
beating by the hands of her hysband. She was seen 
in the office many times during the next 2 years, as 
often as 2 or 3 times a week depending on the amount 
of tension that built up at home. 
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In September, 1948, after 2 admissions to the hospital 
with severe pelvic pain, her abdomen was explored 
with follicular cysts of the ovaries as the only signifi- 
cant findings. These were resected and the abdomen 
closed. Her recovery was uneventful and she remained 
free of symptoms for about 6 months. 


The emotional turmoil continued for about 2 more 
years until she finally divorced her husband; immedi- 
ately all of her symptoms disappeared. She has since 
remarried happily, has delivered one normal infant 
and is now pregnant again. 

A maladjusted and immature person mobi- 
lizes tension when frustrated, but is unable to 
release them into wholesome channels. Pro- 
longed tension may so disturb the physiologic 
processes as to lead to irreversible damage. 
Physical treatment for psychologic illness may 
solidify the illness, since the failure of treat- 
ment to relieve it may convince the unfortu- 
nate individual that she is an incurable 
invalid. 

I do not feel that every complaint of pelvic 
pain is psychosomatic in origin, any more 
than every cervical erosion is malignant, but 
the possibility in both has to be considered. 

Every facet of the history and physical ex- 
amination should be considered thoroughly 
before submitting the patient to the risks of 
surgery. One should attempt to find in the 
history what the complaint really represents 
and what is making the patient unhappy. 
Special attention should be paid to what the 
patient does not say, what she avoids in dis- 
cussion, as well as what she says. 

One must be on firm medical ground, hav- 
ing made as thorough a physical examination 
and the necessary laboratory studies before 
the news is broached to the patient that the 
symptoms are of a psychogenic origin. Ideally, 
the patient is led into formulating the ques- 
tion of an emotional etiology, thereby avoid- 
ing the physician being placed on the defen- 
sive for suggesting such an idea. It is our con- 
cern to recognize these conditions and place 
them in the skilled hands of a psychiatrist or 
marriage counselor for treatment as the case 
may require. 

In closing I might say that many women 
respond better to ventilation than to opera- 
tion. 


Discussion (Abstract) 


Dr. Courtlandt D. Berry, Orlando, Fla. Unfortu- 
nately, due to changes in the program, I was unable 
to hear Dr. Selden’s paper. Furthermore, I did not 
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receive a copy, and so my remarks may not be perti- 
nent to the main theme. 

My experiences with primitive cultural groups has 
been limited to those living in the Central Florida 
area. This jungle contains, it seems, a continuous 
reservoir of sufferers who have or complain of: (1) 
premenstrual tension; (2) easy fatigability; (3) 
chronic cystic mastitis; (4) resistant trichomoniasis; 
and (5) that disease affecting all of our feminine pop- 
ulation—menopause—from 18 through 80 the change 
of life affects their health and habits profoundly. A 
chronic epidemic of demoralizing illness. 


All of these women, of course, deserve Premarin-M- 
Minus-5, Vagisec, Oreton and other specifics. Our local 
witch doctors have found these medicines and many, 
many more only temporarily effective, apparently be- 
cause our people are sicker than others similarly in- 
capacitated. 

Most of our ladies, I regret to say, are unable, (1) 
to lose weight, (2) stop scratching, (3) achieve a 
“climax,” or (4) enumerate the above difficulties 
without a little list held in a cold moist shaking hand. 
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The distaff side also shows trouble, serious trouble 
with the hot cigarette habit. Such puffings and blow- 
ings, lightings and extinguishings, batting of eyes, re- 
breathing of smoke, fiery exhalations through the nos- 
trils, frantic flicking of ashes, patting and tampings of 
stubs, squeezings and mouthings of the poor fag; all 
topped off by other annihilation of the butt by twist- 
ings, stamping and shreddings—to us the cigarette is 
the hallmark of our diagnostic ability—it helps us to 
understand our women—we call them nervous. 

These bizarre symptoms and persistent therapeutic 
failures leave us in the Central Florida primitive area 
at a loss for effective treatment. Miltown or Milprem? 
—Atarax or Butisol?, should we run the risk of de- 
pressions with Serpasil or excitement with dexedrine? 
Our Central Florida doctors need help and need it 
badly! Our wives, sisters and daughters are sick and 
we are powerless to help them! Our tribal medical 
chiefs agree, however, in the main that women have,— 
(1) diseases they or their husbands can afford, (2) too 
much time on their hands, and (3) illness which kills 
the doctor more quickly than the patient. 
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A Review of Orbital Ttumors* 


GUSTAV C. BAHN, M.D., and GEORGE HAUSER, M.D.,t New Orleans, La. 


The accurate diagnosis of the orbital tumors is extremely difficult. Yet it is highly 
important so that exenteration of the orbit may be avoided. 


EXAMINATION of 2 unusual and interesting 
specimens of orbital tumor in the pathology 
laboratory of the New Orleans Eye, Ear, Nose 
and Throat Hospital within a relatively short 
period of time, stimulated the question as to 
what other types of orbital tissue had been 
examined pathologically within the past 5 
years. Furthermore, speculation arose as to 
how the statistics of such a study might com- 
pare with the large series presented by 
Reese.' Despite the fact that clinical histories 
were frequently not available, or were in- 
adequate, and that clinical follow-up was not 
feasible, it was thought a 5 year study might 
be of significance. The survey proved inter- 
esting from several standpoints. In the first 
place, the number of orbits which were 
exenterated and found not to harbor malig- 
nancy was fairly low. Seven orbits were exen- 
terated, and 2 contained pseudotumor. The 
remaining 5 contained tumors of a moderate 
to high degree of malignancy. 


Clinical Material 


The material reviewed pathologically con- 
sisted of 31 specimens, of which 7 were tissue 
from exenteration, and 24 represented biopsy 
material. Cases in which multiple biopsies, 
or biopsy and eventual exenteration were 
done, were considered as one case statistically. 
Useful clinical data were available in only 
21 cases. Of the pathologic material studied, 
all of the tumors were primary in the orbit, 
although 2 were thought to harbor an extra- 
ocular extension of malignant melanoma of 
the globe. 


The relative frequency of primary orbital 
tumors in this series is shown in table 1. 
The interesting feature of this summary is 


the relative paucity of angiomas and lympho- 
blastomas. In his series Reese found angiomas 


*Read before the Section on Ophthalmology and Otolaryn- 
gology, Southern Medical Association, Fifty-First Annual 
Meeting, Miami Beach, Fla., November 11-14, 1957. 


we the Tulane University Medical School, New Orleans, 


to be the most frequently occurring orbital 
tumor, with an incidence of 16.2 per cent. 
The incidence in the present series was 3%, 
only one case being examined. The second 
most frequent tumor in Reese’s series was the 
pseudotumor, with an incidence of 14%, 
whereas in the New Orleans series, pseudo- 
tumor headed the list with an incidence of 
42 per cent. The second most frequent type 
of tumor in this series was the sarcoma group, 
with a frequency of 13°, or 4 of the 31 
cases studied. This compared favorably with 
the 13% incidence of sarcomas of all types 
in the Reese series. The 3 instances of adipose 
tissue represent biopsy material from elderly 
individuals in whom the orbital septum had 
become weakened and the orbital fat had 
herniated forward into the lid, producing a 
mass which was presumed to be neoplastic. 
The small size of this series of cases, and the 
broad spread of types of tumor detracts from 
its statistical significance, although the second 
point confirms Ingalls? observation that “the 
orbit contains all of the blast forms of cells 


TABLE 1 


RELATIVE FREQUENCY OF ORBITAL TUMORS 
(New Orleans Series) 


Number Per Cent 
Pseudotumor 13 42 
Sarcomas 4 13 
Anaplastic 
Fibrosarcoma 
Lymphosarcoma 
Neurogenic 
Adipose tissue 
Hemangioma 
Lymphoma 
Hydradenoma 
Neuroblastoma 
Giant cell xanthoma 
Basal cell carcinoma 
Epidermoid carcinoma 
Epidermoid inclusion cyst 
Dermoid cyst 
Cystic glioma 
Dilated blood vessels 


Total 100 
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normally found in the three germinal layers, 
and it is therefore possible to enumerate the 
neoplastic derivatives of these cells in their 
benign and malignant forms. . . .” 


The distribution of tumors by age suggests 
that the majority fall in the middle adult 
age range, the average age being 38.5 years. 
The age range was from 1.5 to 71 years. When 
distribution is charted by decade of age, no 
definite conclusions can be drawn, except to 
say that orbital tumors are relatively infre- 
quent after the age of 60. The age distribu- 
tion of the tumors is shown in tables 2 and 
3. The sex distribution was 18 males (58%) 
to 13 (42%) females, the incidence thus being 
slightly higher among males. In this series, 
orbital tumors occurred over twice as fre- 
quently among the white race as among Ne- 
groes. 

Clinically, the presenting symptoms or chief 
complaints of patients having orbital tumors 
were, in the order of frequency:—exoph- 
thalmos, tumor mass, pain, blurred vision 
and diplopia (Table 4). Exophthalmos and 
diplopia occurred most frequently together, 
although diplopia was not an early chief com- 
plaint. Double vision and the presence of a 
tumor mass usually developed later in the 
course of the disease. The orbital localization 
of these tumors did not follow any specific 
pattern, except in the case of the glioma of 
the optic nerve and the simple dermoid cyst. 
The former, as might be expected, was lo- 
cated near the apex of the orbit. The dermoid 
was situated in the upper outer quadrant of 
the orbit, and extended posteriorly along the 
lateral orbital wall. 


It has been said that the importance of a 
disease is determined in large part by its 
incidence, that is, if very high or very low. 
The 3 tumors in this series which fall into 
this category are the pseudotumor, because 
of its relatively high incidence, and the neuro- 
blastoma and the fibrosarcoma, because of 
their low incidence as primary orbital tumors. 


Pseudotumor is defined as a chronic in- 
flammatory mass or granuloma of the orbit, 
which is fairly often (30%) bilateral, and is 
usually self-limited in its course. Two aspects 
of the disease make it particularly important. 
The first is its relatively high incidence. The 
second point is that it must be differentiated 
from malignant neoplasms, a differential diag- 
nosis not easily made. The fact that in Reese’s 
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TABLE 2 
INCIDENCE OF ORBITAL TUMORS BY AGE, SEX 
AND RACE 


Age range—1.5 years to 71 years 

Average age—38.5 years 

Sex ratio—18 males (58%) to 13 females (42%) 
Race ratio—l6 white to 6 Negroes 


early study of exenteration material from 30 
cases, 50% were pseudotumor, emphasizes the 
importance and necessity of accurate diag- 
nosis. 

Pseudotumor is nearly twice as common 
among females as males, the proportion in 
this series being 8 to 5, or in the Ingalls? re- 
port, 19 to 10. The average age of onset was 
35 years, the highest incidence lying in the 
20 to 40 year range. The onset of pseudo- 
tumor is usually fairly abrupt and rapid, 
giving rise to exophthalmos, diplopia and 
edema of the lid. Except when the exoph- 
thalmos was quite marked, pain was an un- 
common feature in this series, in contrast to 
the higher incidence of pain reported by 
Ingalls. 

Pseudotumors in the New Orleans series 
were all unilateral, although bilaterality is 
usually a feature considered useful in dif- 
ferentiating them from true malignancy. 
Vision was normal or nearly so, except when 
the exophthalmos was marked and corneal 
changes resulted from exposure. In this study, 
no preferential site of the tumor prevailed, 
the masses being equally distributed in the 
four quadrants and along the axial plane of 
the orbit. At operation the pseudotumor was 
neither encapsulated nor well localized, al- 
though frequently a mass was clinically 
palpable. The gross specimen was most often 
described as being slightly greyish in color, 
and having hemorrhagic or congested foci. 


TABLE 3 
DISTRIBUTION OF TUMORS BY DECADE OF AGE 


Age Incidence 
1-10 3 
11-20 2 
21-30 2 
31-40 4 
41-50 2 
51-60 4 
61-70 
71-80 2 
Total 20 
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TABLE 4 
PRESENTING SYMPTOMS OF ORBITAL TUMORS 


Exophthalmos 
Tumor mass 
Pain 

Blurred vision 
Diplopia 


| 


Total 


The histologic picture of pseudotumor is 
somewhat similar to that of lymphosarcoma. 
The tissue consists of closely packed hyper- 
chromatic lymphocytes and other larger cells, 
probably monocytic phagocytes or histiocytes, 
having pale cytoplasm and of irregular shape. 
The lymphocytes tend toward follicle forma- 
tion. A number of giant cells may be present. 
The tumors are often quite vascular, con- 
taining irregular masses of endothelial cells. 
Verhoeff* believes that this histologic picture 
is characteristic. 

Over the years pseudotumor has run the 
gamut of possible etiologic causes, ranging 
from remote foci of sepsis, through tubercu- 
losis, syphilis and the various fungi, to the 
current “cause undetermined” concept. The 
basic etiologic factor in the development of 
pseudotumor has never been determined, al- 
though recent evidence indicates that at least 
a number of cases are of viral origin. 

Historically, the treatment of pseudotumor 
has also been approached from many angles, 
ranging from mercury inunctions, systemic 
sulfonamides, antibiotics and steroids through 
various forms of irradiation. Erroneous diag- 
nosis has too often led to orbital exenteration 
as a form of treatment. 

Important points in differentiating pseudo- 
tumor from malignant tumors are: 

1. Primary tumors of the orbit occur most 
frequently during the first decade of life, and 
rarely after the second, whereas the average 
age of onset of pseudotumor is 45 years. 

2. Exophthalmos produced by neoplasm 
is gradual in development, whereas that ac- 
companying pseudotumor is rather rapidly 
progressive. 

3. Primary tumors are never bilateral, 
whereas 30% of pseudotumors involve both 
orbits. The second eye usually becomes in- 
volved four to nine months after the first. 


4. Pseudotumors characteristically do not 
cause x-ray changes of the orbital bone. Bony 
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changes are present in both primary and 
secondary orbital tumors. 


5. Pain is present in about 50% of pa- 
tients with pseudotumor, but is not a com- 
mon feature of malignancy unless compli- 
cated by exposure keratitis. 


Primary neuroblastoma of the orbit is ex- 
tremely rare, hence the justification of re- 
porting such a case at this time. Neuro- 
blastoma or adrenal sympathicoblastoma is a 
highly malignant tumor of the peripheral 
sympathetic chain, occurring almost exclu- 
sively in infants and children. Arising from 
the adrenal medulla, two clinical types are 
recognized: the Pepper type, metastasizing 
from the right adrenal medulla to the right 
orbit, via the right lymphatic chain; and the 
Hutchinson type, spreading throughout the 
abdomen and along the internal carotid ar- 
tery to the base of the skull from the left 
adrenal medulla. It is theoretically possible 
for this tumor to arise anywhere along the 
sympathetic chain. This case is interesting 
because the tumor occurred apparently pri- 
marily in the orbit of a young adult, who, 
despite incomplete surgical removal has sur- 
vived for 14 months. 


Case 1. A white female, age 19, presented herself 
with a chief complaint of prominence of the right 
eye, and puffiness of the right upper lid of abrupt 
onset in September, 1956. 


Examination revealed a slightly edematous upper 
lid and a questionably palpable mass in the upper 
outer quadrant of her right orbit. Hertel exophthal- 
mometer readings at that time were: right eye, 22 
mm.; left eye, 18 mm. Complete physical examination, 
including x-ray studies of the skull, and 1131 uptake 
studies, failed to reveal any systemic abnormalities. 
Ten days after the patient was first seen, the Hertel 
readings were: right eye, 24 mm.; left eye, 18 mm. 
A definite orbital mass could be palpated in the 
upper outer quadrant, and could be seen under the 
upper lid. 

The patient agreed to exploration of the orbit but 
refused exenteration should malignancy be found. At 
operation the lacrimal gland was found to be dis- 
placed forward by a well encapsulated greyish 10 by 
10 by 18 mm. mass which was firmly adherent to the 
roof of the orbit, and extended posteriorly to the 
orbital apex. In attempting to remove the mass the 
capsule was opened. The contents consisted of yellow- 
ish grey, extremely friable, highly vascular material. 
As much of the tumor as possible was removed, al- 
though it was felt that certainly some tumor tissue 
had been left in the orbit. Frozen and subsequent 
paraffin sections revealed the tumor to be a neuro- 
blastoma. The patient remained adamant in her re- 
fusal of exenteration, but agreed to submit to an 
exploratory laparotomy and visualization of the adrenal 
glands. The abdominal exploration failed to reveal 
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any adrenal or other disease. Roentgenographic 
studies of the long bones and skull were completely 
negative. 

In view of favorable reports in the English litera- 
ture as to the effectiveness of vitamin B,, in the 
treatment of neuroblastoma in children, this form of 
treatment was instituted on Dec. 5, 1956, the dose 
being 6 mg. intramuscularly every second day. X-ray 
therapy was also employed, a total dose of 3,600 
r. being given to the right orbit between Nov. 20 
and Dec. 13, 1956. The x-ray factors were: portal size, 
3 by 5 by 4; KV, 283; FSD, 50; filter Cu., 1.66; time, 2.2 
min.: r. in air, 200. 

Subsequent follow-up over a 12 month period has 
failed to reveal any recurrence of the tumor locally, 
intracranially, abdominally, or in the long bones. 

Comment. This case is reported because 
of several unusual features. Neuroblastoma 
practically never occurs in adults. Failure to 
find an extraorbital site of origin of the tumor 
strongly suggests that it was primary in the 
orbit. Although spontaneous regression of 
neuroblastoma is reported, the prognosis is 
usually extremely poor, i.e., a matter of a few 
months survival. This patient has remained 
alive and well for over a year. 

Case 2. A 10 year old boy noted a small mass 
under the right upper lid in September, 1956. Biopsy 
proved the tissue to be fibrosarcoma. X-ray studies 
revealed that the right orbit was slightly smaller 
than the left, and that its roof was poorly defined. 


A general medical survey failed to reveal any extra- 
orbital extension or metastasis. 

The mass rapidly enlarged over the ensuing week, 
and on Oct. 3 the orbit was exenterated. In March, 
1957, a recurrence of the tumor was noted in the right 
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orbit and the orbit was again exenterated. A successful 
take of a split thickness skin graft was subsequently 
obtained. 


To date, the patient is living and well, with no 
evidence of recurrence or metastasis. 

Comment. This case is interesting because 
of the early diagnosis, the extremely low in- 
cidence of primary fibrosarcoma of the orbit, 
and the relatively long survival of a patient 
harboring such a highly malignant neoplasm. 


Summary 


A review of 31 orbital tumors has revealed 
that the relative incidence of pseudotumor 
is quite high. The true neoplasms arising in 
the orbit may stem from tissue derived from 
any of the three germinal cell types. The 
importance of differentiating pseudotumor 
from malignant neoplasm lies in the differ- 
ence in management of the two diseases, and 
the tragedy of exenterating an orbit contain- 
ing pseudotumor is obvious. Two unusual 
orbital tumors, a primary neuroblastoma and 
a primary fibrosarcoma are reported. The 
uniqueness of these cases lies in their rarity 
and length of patient survival. 
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The Prevention of Cardiac Arrest 


in Ocular Surgery: 


RALPH E. KIRSCH, M.D.,t Miami, Fla. 


The author presents interesting studies to clarify the occurrence of cardiac arrhythmias 
which may accompany manipulation of the eyeball or its parts, and suggests 
prophylactic measures for the prevention of these effects. 


‘THE PROBLEM OF CARDIAC ARREST has been of 
great and tragic interest to surgeons since the 
first case of heart stoppage occurred in 1848, 
in a 15 year old girl, anesthetized with chloro- 
form for an operation on a toenail. My inter- 
est in this problem was first aroused in 1955 
when I witnessed the death of a patient during 
an operation for retinal detachment, wherein 
fatal cardiac arrest developed shortly after 
the preliminary manipulation of two extra- 
ocular muscles. 

Cardiac arrest has occurred in the young 
and the aged, and under either local or 
general anesthesia. Its incidence in general 
surgery is about one in 1,500 cases, while its 
incidence in ophthalmic surgery has not, to 
my knowledge, been reported. I am, there- 
fore, indebted to the surgeons-in-chief in eight 
of our larger ophthalmic institutions for sup- 
plying the information that leads to the con- 
clusion that cardiac arrest occurs once in 
approximately 3,500 eye operations. 


Causes 


It is thus seen that cardiac arrest is a po- 
tentially serious problem in ophthalmology, a 
fact sadly attested to by any colleague who has 
had such an experience in his operating room. 
In a consideration of its causes, fear is be- 
lieved to be a significant predisposing factor, 
and known activating factors are hypoxia, 
hypercapnia, sensitivity to or overdose of 
drugs, and reflex changes in the nervous sys- 
tem. To achieve the reassurance derived from 
the knowledge that one is doing all within 
his power to prevent cardiac arrest, let us 
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Ophthalmology of the University of Miami School of Medicine, 
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consider each of 
individually. 

Fear probably operates chiefly by furthering 
myocardial sensitivity to the increased circu- 
lating epinephrines of the fear state. This 
can be obviated in large measure by the in- 
telligent psychologic preparation of the 
patient by the ophthalmologist and, in the 
case of children, by the parents. Enough pre- 
operative time to allow the patient to be- 
come acclimatized to the strange hospital 
environment is essential in preventing an 
alarm reaction, and the practice of admitting 
children the day of operation is to be de- 
plored. The careful selection of sedative 
drugs and their administration in nontoxic 
doses is of great advantage in allaying fear, 
and there is an increasing use of hypnosis, not 
only in allaying fear, but also in safely de- 
creasing the amount of drugs needed for 
sedation, analgesia and anesthesia. 


these causative factors 


Hypoxia causes depression of both the 
cardiac conduction system and the myo- 
cardium itself, thus facilitating the develop- 
ment of cardiac arrest. Hypoxia is combated 
in cases operated upon under general anes- 
thesia by the free use of oxygen by the 
anesthesiologist. Why should we not avail 
ourselves of this valuable aid in cases operated 
upon under local anesthesia? In the last two 
years I have employed a small plastic nasal 
appliance for the supplemental administra- 
tion of intra-nasal oxygen to all patients 
undergoing major eye surgery under local 
anesthesia. Although actual measurement of 
the blood oxygenation is yet to be done, it is 
reasonable to believe that the nasally ad- 
ministered oxygen serves to prevent hypoxia. 
With this technic the restlessness and feeling 
of suffocation that may be early signs of 
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oxygen lack appear only rarely. 1 commend 
it to your use, and recommend an oxygen 
flow rate of 10 liters per minute. 

Hypercapnia, or the accumulation of 
carbon dioxide in the blood, has been shown 
by Sealy, Young and Harris! to sensitize the 
heart to ventricular fibrillation. The danger 
of hypercapnia is greatest under closed-system 
general anesthesia, but here the carbon 
dioxide is removed from the expired air. 
Under local anesthesia in eye surgery it is 
probably of no practical importance. 

Passing next to the consideration of sensi- 
tivity to, or overdose of drugs, we come to a 
very important, often poorly understood and 
dangerous area in the etiology of cardiac 
arrest. Careful history-taking prior to opera- 
tion will be of benefit in discovering drug 
sensitivity, and the practice of administering 
a trial dose of sedative the night before 
operation is of additional help. The range 
of selection of sedative and analgesic drugs 
is so wide that only a fundamental principle 
of their administration will be outlined and 
my preferences discussed briefly. The basic 
principle is that each patient should receive 
the smallest amount of medication that will 
render him amnesic and sufficiently immobile 
for the safe performance of the ocular surgery. 
1 administer a barbiturate and an atropine- 
series drug as preanesthetic medication, and 
then depend upon controlled small doses, 
given intravenously, of Lorfan and Nisentil. 
Lorfan is a synthetic narcotic-antagonist which 
is particularly effective in combating the res- 
piratory depressant action of all of the nar- 
cotics. Nisentil is a synthetic narcotic and 
analgesic which is safer to use in our work 
because it is very short-acting, reaching a 
peak of effectiveness in 10 to 15 minutes; its 
action is entirely dissipated in 30 minutes. 
This valuable combination may be given re- 
peatedly by continuous intravenous drip 
which I use routinely in all major ocular 
surgery for two reasons,—first, to allow re- 
peated regulated doses of intravenous medi- 
cation and, second, to have already present, 
in the event of a serious emergency, an intra- 
venous route for rapid administration of life- 
saving drugs. An additional safeguard to be 
recommended in all cases is a blood pressure 
cuff constantly in place on the arm opposite 
the intravenous needle, so that a nurse can 
check the blood pressure at regular intervals 
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throughout the surgical procedure. These 
two precautions may seem unnecessarily com- 
plicated but are rewarding in reassurance to 
the surgeon, to whom only the eye is exposed, 
that all is well systemically with the patient. 

Finally, to investigate the reflex changes of 
the nervous system that may operate to cause 
cardiac arrest, serial electrocardiography has 
been done in the operating room on a series 
of patients undergoing various types of intra- 
and extraocular operations under both local 
and general anesthesia (Kirsch and_ associ- 
ates”). 

The oculocardiac reflex has been well 
known since Aschner® and Dagnini‘ inde- 
pently reported, in 1908, upon the brady- 
cardia produced by digital pressure applied 
to the eyeball. The afferent arc of the reflex 
is known to be mediated by the ophthalmic 
division of the trigeminal nerve, while the 
efferent pathway is via the vagus nerves. Thus, 
whereas our general surgical colleagues are 
thoroughly familiar with the vagovagal reflex 
(wherein both parts of the reflex from the 
chest or abdomen are mediated by the vagus), 
we are here dealing with a_ trigemino- 
vagal reflex. Palm and Strémblad® found 
that the reflex could be elicited in animals by 
various ocular injuries, and Sorenson and Gil- 
more® recently observed the reflex, as judged 
by physical signs, during operations for 
strabismus. There evolved initially the task 
of investigating the cardiac effect of all pos- 
sible ophthalmic surgical maneuvers in the 
operating room, of extending these observa- 
tions by serial electrocardiography during a 
variety of eye operations, and then of in- 
vestigating possible ways in which the cardiac 
effects could be abolished. 


Materials and Methods 


The material for this study consisted of 
50 private cases involving 10 different types 
of extra- and intraocular operations studied 
in the operating room during the perform- 
ance of the actual operation. The types in- 
cluded strabismus surgery, ptosis surgery, 
enucleation, operations for retinal detach- 
ment, cataract extraction, fistulizing opera- 
tions, cyclodialysis, peripheral iridectomy for 
narrow-angle glaucoma, blepharoplasty, con- 
junctivoplasty and tear-sac surgery. Various 
stimuli were applied to, and about the eye 
during the operations, and serial electro- 
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cardiography was done to determine and 
record the cardiac changes produced. The 
age range of the patients was from 8 months 
to 92 years. The ocular stimuli studied in- 
cluded digital pressure upon the globe (as 
used historically to initiate the oculocardiac 
reflex and as now used in conjunction with 
the retrobulbar injection in intraocular 
surgery), various manipulations of the extra- 
ocular muscles, traction on the eyeball during 
enucleation, transection of the optic nerve, 
direct pressure in the orbital apex after 
enucleation, and most other surgical ma- 
neuvers during intra- and extraocular surgery. 
In the group having muscle surgery observa- 
tions were made during operations on all 
four rectus muscles and on both oblique 
muscles. 

When a given stimulus was found to pro- 
duce a definite ECG change the stimulus 
was released, and upon return of the tracing 
to normal the stimulus was reapplied. If 
reproducible, a retrobulbar injection of an 
anesthetic solution was used and the cycle 
repeated. In this way evidence was obtained 
concerning the possible prevention in man 
of the cardiac changes induced by _ the 
trigemino-vagal reflex. 


Results 


The only stimuli found to produce sig- 
nificant ECG changes were digital pressure 
upon the globe, manipulation of the extra- 
ocular muscles, and direct pressure upon 
the tissue remaining in the orbital apex after 
enucleation. These changes occurred under 
either local or general anesthesia. 

In the 50 cases studied, significant changes 
occurred in 15 patients, or 30°,, while in the 
remaining 70° no significant ECG change 
was elicited. In the 25 cases of muscle surgery, 
cardiac changes appeared upon manipula- 
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tion of the muscles in only 12 (48°%), with 
no cardiac effect appearing in the other 52 
per cent. 

As to the ECG changes considered  sig- 
nificant, the most common was the develop- 
ment of nodal rhythm (i.e., the appearance 
of a new cardiac pacemaker following sup- 
pression of the sinoauricular node), next most 
common was marked bradycardia, and in 2 
cases temporary cardiac arrest was produced. 

Figure 1 represents the findings in an 8 
year old child typical of those showing sig- 
nificant ECG changes during muscle surgery 
on a horizontal muscle under general anes- 
thesia. /, A illustrates the tracing wherein the 
P wave precedes each QRS complex. At the 
black marker, stretching of the medial rectus 
muscle was begun, and we see the rapid de- 
velopment of bradycardia and nodal rhythm 
with loss of the P wave representing suppres- 
sion of the SA node. /, B demonstrates that 
the same stimulus, applied 90 seconds after 
retrobulbar injection of lidocaine, provoked 
no ECG change. 

Figure 2 depicts the changes in a child 
undergoing surgery on a vertical muscle. 2, A 
portrays the development of nodal rhythm 
during the stretching of the superior rectus 
muscle. 2, B shows the return of sinus rhythm 
upon release of the muscle. After retrobulbar 
injection (Fig. 2, C), no ECG change could be 
elicited by the same stimulus. In attempting 
to determine which extraocular muscle could 
most easily provoke ECG changes, it can only 
be stated that the highest incidence of posi- 
tive changes occurred upon manipulation of 
the medial, lateral and superior rectus mus- 
cles, while rarely a significant change oc- 
curred with the obliques. 


It is of interest to observe that of the 15 
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FIG. 3 retrobulbar injection. Finally, 5, D demon- 

esse TERR + strates the lack of effect from tracheal intu- 
bation in the patient. It is indicated that 
ocular stimuli via the trigemino-vagal are 


instances of cataract operation studied, none 
showed significant ECG changes induced by 
any ocular stimulus, including the acts of 
application of digital pressure to the globe, 
and all other maneuvers incident to cataract 
extraction. 

Significant bradycardia was observed during 
enucleation. With extreme anterior traction 
on the globe and during transection of the 
optic nerve no cardiac change was produced, 
whereas with manipulation of muscles or 
with direct pressure on the tissues remaining 
in the orbital apex in securing hemostasis, 
significant bradycardia developed. 

The 2 cases of transient cardiac arrest are 
represented in the next slides. Figure 3 rep- 
resents a 21 year old woman being operated 
upon under local anesthesia for excision of a 
tumor of the bulbar conjunctiva. The tracings 
depict the onset, with digital pressure to the 
globe, of bradycardia, nodal escape, and 
finally a transient cardiac arrest lasting over 
2 seconds. After a retrobulbar injection, 
further ECG changes were abolished. In 
Figure 4, the case of an adult undergoing an 
operation for strabismus under general anes- 
thesia, ocular stimulation again resulted in 
cardiac arrest lasting over 2 seconds, during 
which the blood pressure dropped to zero. 
Again, retrobulbar injection completely 
abolished the reflex. 

Of interest is the evidence presented in 
Figure 5, wherein the ECG effects of ocular 
stimulation are compared with the effects of 
vagovagal stimulation by the act of intubation 
of the trachea. 5, A and B show the typical 
effects of ocular stimulation and 5, C rep- 
resents the abolition of all effects by the 
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more potent than are nonocular stimuli via 
the vagovagal reflex. 


In attempting to investigate the cardiac 
effects of surgical diathermy applied to the 
sclera, it was found that the diathermy 
machine set up such severe alternating-current 
interference that the ECG marker went out of 
control. However, no clinical arrhythmia was 
observed (by palpation and auscultation) fol- 
lowing scleral diathermy. 


Of greatest importance to us is the observa- 
tion that in the 12 cases in which a retro- 
bulbar injection of procaine or lidocaine 
was used following the demonstration of 
significant and reproducible ECG changes, 
complete abolition of the cardiac changes 
was accomplished in 100% of the cases. The 
effect usually occurred within one minute, 
but in every case was observed within 90 
seconds following the retrobulbar injection 
(Fig. 1). Finally, it is to be stated that in 
none of the cases studied was the retrobulbar 
injection found to produce any undesirable 
effect which made the operation more diffi- 
cult to perform, or which might predispose 
to surgical errors in operations upon extra- 
ocular muscles or in operations for retinal 
detachment. 

The patients in the present series were 
operated upon under optimal conditions, 
with every precaution being taken to elimi- 
nate fear, hypoxia, hypercapnia and drug 
toxicity. Nevertheless, significant ECG 
changes developed in 30°, of the cases, and 
in 2 cases there was transient cardiac arrest. 
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This evidence points strongly toward the 
paramount importance of the simple reflex 
changes in the production of heart dis- 
turbances. A drug of the atropine series was 
used in 48 of our 50 cases and, despite this 
almost routine use, significant ECG changes 
occurred in 30°, of the cases. Thus, while 
atropine may be helpful in decreasing the 
cardiac arrhythmias, it cannot be relied upon 
for complete abolition of the danger. 


Passing, finally, to the consideration of the 
retrobulbar injection as a_ blocking agent, 
there have been only 3 cases reported, the 
first by Magitot and Bailliart? 35 years ago: 
these were employed in all 3 to treat the 
already existent bradycardia resulting from 
postoperative orbital hematoma. In animals, 
Palm and Strémblad reported the abolition 
of the oculocardiac reflex by a retrobulbar 
injection of lidocaine, although they did not 
investigate stimulation of the extraocular 
muscles. The evidence developed in the 
present communication, therefore, repre- 
sents the first demonstration in man of com- 
plete and unfailing prevention, by the 
retrobulbar injection, of the electrocardio- 
graphic changes brought about by ocular 
stimulation. Because of this demonstration 
it is recommended that a retrobulbar injec- 
tion of an anesthetic be made a routine safe- 
guarding procedure in every operation for 
strabismus, retinal detachment, and enuclea- 
tion of the eyeball. 


Summary 


The major causes of cardiac arrest during 
ocular surgery are fear, hypoxia, hypercapnia, 
sensitivity to and overdose of drugs, and 
nervous system reflex changes. 


Measures are recommended to deal with 
the first four causes of cardiac arrest. 


Concerning the reflex changes, the cardiac 
effect of many ocular surgical maneuvers has 
been investigated in the operating room by 
means of serial electrocardiography. 

In the 50 cases studied, significant ECG 
changes were induced by ocular stimulation 
in 15 cases, or 30 per cent. 

The significant changes induced were the 
appearance of nodal rhythm, marked brady- 
cardia, and in 2 cases, temporary cardiac 
arrest. 


The ocular stimuli found to produce these 
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changes were digital pressure upon the globe, 
manipulation of the extraocular muscles, and 
direct pressure upon the tissue remaining in 
the orbital apex after enucleation. 


These changes occurred under either local 
or general anesthesia. 


Evidence has been adduced which indi- 
cates that ocular stimuli are more provocative 
of these electrocardiographic changes than 
are stimuli in the respiratory tract, i.e., the 
oculocardiac reflex is more sensitive than the 
pulmonocardiac reflex. 


Complete abolition of these electrocardio- 
graphic changes induced by ocular surgery 
was accomplished in every instance by the 
retrobulbar injection of an anesthetic. 


It is thus recommended that a retrobulbar 
injection of an anesthetic be made a routine 
safeguarding procedure in every operation 
for strabismus, retinal detachment, and 
enucleation of the eyeball. 
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Discussion (Abstract) 


Dr. William Y. Sayad, West Palm Beach, Fla. Cardiac 
arrest is a complication that may be encountered in 
any surgical procedure. As Dr. Kirsch has shown, it is 
of a unique significance to the ophthalmic surgeon. 
Cardio-ocular reflex, which might also be called 
trigeminal-vagal reflex, as described by Dr. Aschner 
and known as the Aschner reflex, consists of making 
pressure on the eyeballs with the lids closed, which 
normally causes cardiac inhibition, with slowing of the 
rate from 5 to 10 beats. In paroxysmal tachycardia it 
is sometimes possible to effect a slowing of the rate by 
means of this ocular pressure. This is somewhat simi- 
lar to the reaction obtained by firm pressure of the 
thumbs over the carotid sheath about the middle of the 
neck. 


My personal experience in what might have been 
cardiac arrest, involved one case many years ago. A 
child on whom I was doing an operation for cor- 
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rection of strabismus, under general anesthetic, died 
as the operation was completed. Whether the death 
was due to cardiac arrest caused by the manipulation 
of the orbital tissues or was caused by hypoxia, I do 
not know. At the time cardiac massage was not in use. 
The common attempts at artificial respiration and 
positive pressure with oxygenation were unsuccessful. 

The most interesting point Dr. Kirsch has brought 
out is that when retrobulbar injection of local anes- 
thetic is utilized, the oculo-cardiac reflex is nullified. 
Since most of intraocular surgery is done under local 
and retrobulbar anesthesia, we have an explanation 
for a mortality rate which is almost nil. Of course, 
Dr. Kirsch’s essay is only dealing with prevention of 
cardiac arrest in ocular surgery. 

As our methods of administering general anesthesia 
have improved, such as the use of endotracheal tube 
and infusion of saline and glucose, the incidence of 
cardiac complications has become less. A good knowl- 
edge of electrolytic influence of the body fluids and 
their effect on cardiac behavior should be had by the 
anesthetist as well as the surgeon. The latest effective 
drug in cardiac arrest is the infusion of molar lactate. 
I have had no personal experience with it, but I have 
been told that the infusion of 40 cc. of this solution is 
very effective in stimulating the arrested cardiac im- 
pulse. Such maneuver as tapping on the left pre- 
cordial region, or even dilatation of the rectum have 
been reported as effective in cases of cardiac arrest. 
The question arises—suppose the situation does occur— 
how is one going to deal with it? We have all heard 
and read about the dramatic incidents of cardiac 
arrest where the surgeon has opened the chest and 
massaged the heart and revived the patient back to 
life. 

To what extent can one be prepared to meet the 
situation when it occurs? The oxygenation of the 
patient and the infusion of drugs during the opera- 
tion are practical procedures one can do. But to be 
prepared to open the chest and massage the heart 
requires a team of experts, as the re-establishing of 
circulation must be done within 4 minutes to prevent 
cerebral anemia. 

In our operating rooms we have printed directions 
as prepared by the Cardiac Surgery Committee of the 
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San Francisco Heart Association directing what to do 
in case of cardiac arrest. I have two copies of these 
directions which I shall pass around for those interested 
in seeing them. This procedure has been resorted to 
twice in our city and the 2 patients lived. They were 
not ophthalmic surgical cases. 

Since cardiac and chest surgery have been de- 
veloping at such a rapid pace, we are learning more 
about the prevention and treatment of cardiac arrest. 
However, this still poses a very difficult problem as 
to the extent that one must be prepared to cope with 
this problem. I have one or two questions to ask 
Dr. Kirsch. 

1. Do you recommend that in all eye operations 
of a major type, a retrobulbar injection should be 
given, even in those cases being done under general 
anesthesia ? 

2. Since retrobulbar injection relieves cardiac arrest 
in eye surgery, would you say that retrobulbar in- 
jection might relieve cardiac arrest in patients who 
were undergoing operation other than ophthalmic? 

3. If pressure on the eyes is accepted as a cause of 
cardiac arrest, do you think such pressure by the 
anesthetist and his inflated rubber mask might be 
considered of importance? 

In conclusion, I would like to commend Dr. Kirsch 
on bringing this timely subject to our attention and 
on the research that he has conducted to substantiate 
its importance in ophthalmic surgery. 

Dr. Kirsch (Closing). In answer to Dr. Sayad’s ques- 
tions I should like to state first that a retrobulbar in- 
jection is to be recommended in eye operations, 
whether they are done under local or general anes- 
thesia for the evidence indicates that ECG changes 
can occur regardless of the type of anesthesia used. 


Secondly, I would not say that retrobulbar injection 
might relieve cardiac arrest in patients who were 
undergoing operation other than ophthalmic, because 
the retrobulbar anesthesia interrupts only the oculo- 
cardiac pathways and should not be expected to have 
any effect on nonocular pathways. 

In answer to Dr. Sayad’s last question I should like 
to state that since ocular pressure is an accepted cause 
of cardiac arrhythmias it should certainly be avoided 
by the anesthesiologist. 
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Listeriosis 


LANIER ALLEN, B.S., and WILLIAM R. MURPHY, M.D.,+ Augusta, Ga. 


The authors point to the increased recognition 
of this rare form of meningitis. 


Lisreriosis, long considered a rare disease, ts 
now being recognized with greater frequency. 
The most important single factor in the rec- 
ognition of human listeriosis is an awareness 
of the disease and its etiologic agent, Listeria 
monocytogenes. Two patients with listeriosis 
have been studied at the University Hospital 
within a period of one year. Both cases termi- 
nated fatally. 


Case 1. This was a 3'2 pound male infant who was 
delivered at home by a physician. The delivery was 
uncomplicated and the infant did well following birth. 
The baby had no difficulty until 9 days of age when 
there was an onset of cyanotic episodes associated with 
difficulty in breathing. A poor swallowing reflex and 
strangling were also noticed. The infant was said to 
have had a rash since birth which had not changed 
in character. 

The patient was brought to the University Hospital 
one day before death. 

On admission the temperature was 108° F., pulse 
160 per min., respiration 60 to 70 per min. The child 
was dehydrated with overriding cranial sutures and an 
erythematous rash over the entire body. This rash 
blanched on pressure but was not otherwise charac- 
terized. The neck was supple. The breathing was 
thought to be bronchial in type. The heart sounds 
were rapid but otherwise unremarkable. The liver was 
2 cm. below the right costal margin and the tip of the 
spleen was palpated. The reflexes were hypoactive. 
The admitting diagnosis was septicemia with possible 
pneumonia and meningitis. The feces were brown 
and watery. 

Spinal fluid examination showed numerous pleo- 
morphic gram-positive rods on direct smear. They re- 
sembled diphtheroids. The white cells were increased 
in the spinal fluid and were predominantly lympho- 
cytes. Spinal fluid determinations were as follow: pro- 
tein 276 mg., and sugar 16 mg. per 100 cc. The Hgb 
was over 20 Gm. and the WBC count 4,650 (Fig. 1). 

After admission to the hospital, measures were 
taken to reduce the temperature, and oxygen was ad- 
ministered. The infant showed continuing respiratory 
difficulty and periodically regurgitated small amounts 
of dark brown fluid, presumably blood. Treatment 
consisted of streptomycin and penicillin; however, 
respiration became steadily worse and the patient died. 


At autopsy the base of the brain was covered with a 
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Augusta, Ga. 


thick purulent exudate. Small yellow foci were present 
along the meningeal vessels over the remainder of the 
surface. The cut surface of the brain showed numerous 
necrotic foci measuring up to | cm. in diameter. These 
foci were most numerous in the cerebral cortex. 

Examination of the heart, lungs, liver, spleen and 
adrenals showed many small abscesses similar to those 
seen in the brain. The mesenteric lymph nodes and 
the connective tissue adjacent to the blood vessels in 
the umbilical stump also showed multiple abscesses. 
Sections and cultures of the abscesses showed numerous 
small pleomorphic gram-positive rods with the ap- 
pearance of diphtheroids. These bacteria proved to be 
Listeria monocytogenes and were isolated from blood, 
spinal fluid and brain (Fig. 2). 

Case 2. A 12 year old white girl was seen in the 
Emergency Room of the University Hospital with the 
chief complaints of headache, vomiting and fever. She 
ran into a playmate while playing, 3 to 4 days before 
admission, causing a headache which was relieved by 
aspirin. During the night and morning of admission 
she had vomited several times. 


FIG. 1 


| 
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Listeria monocytogenes is a small (2 by 0.5 microns), pleo 
morphic, nonspore forming, gram-positive rod. 
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Stained section (H. & E.) of an adrenal cortical abscess in 
the first case. These areas of necrosis with the infiltration 
of polymorphonuclear leukocytes and mononuclear cells were 
also found in the heart, lungs, liver, spleen and soft tissue. 


Physical examination revealed an acutely ill girl 
presenting some confusion, though she could answer 
questions. The temperature was 103° F., pulse 120 per 
min., respiration 18 per min., blood pressure 120/60 
mm. of Hg. The right pupil was larger than the left. 
Papilledema of the right disc and lateral nystagmus 
were present. Nuchal rigidity was demonstrated. The 
chest was clear to auscultation and percussion. The 
heart was not enlarged and no murmurs were heard. 
The abdomen was flat and no organs were palpable. 
The skin was hot and moist. 

Roentgenograms of the skull were negative. The 
roentgenograms demonstrated slight peribronchial in- 
filtration, bilaterally. 

Laboratory data on admission showed the WBC 
count was 17,850, neutrophils 87%, lymphocytes 13%; 
Hgb. 11.9 Gm.; hematocrit 36 per cent. Lumbar punc- 
ture revealed cloudy spinal fluid which, on examina- 
tion, showed a count of 1,001 cells per cu. mm. No 
organisms were seen on direct smear (Fig. 3). 

The patient was treated with 200 mg. of Chloromy- 
cetin I.M. every 6 hours, 2 Gm. of sulfadiazine was 
repeated twice. She showed no clinical response to 
treatment, became comatose and died 16 hours after 
admission as a tracheostomy was being performed. 

At autopsy the brain was covered by yellow purulent 
exudate. The exudate was more prominent over the 
hase of the brain, especially on the inferior surface of 
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the cerebellum. There were uncal pressure grooves, a 
cerebellar pressure cone and flattening of the gyri. 
Culture of the exudate gave a pure growth of Listeria 
monocytogenes. Sections of the brain showed an exu- 
date beneath the leptomeninges composed of polymor- 
phonuclear leukocytes and mononuclear cells. The 
brain was edematous and congested. Hyperplasia of 
the spleen, congestion and edema of the lungs and 
gastromalacia were also demonstrated. Confirmatory 
identification of the organisms was performed at the 
Communicable Disease Center in Chamblee, Georgia 
(Fig. 4). 

This child was said to have handled several sick 
rabbits approximately one week before the onset of 
her illness. An unsuccessful attempt was made to iso- 
late the organism from these animals. (It is still pos- 
sible that she contracted the organism from the rab- 
bits; since, they may be a reservoir of the infection.) 


Discussion 


L. monocytogenes is a small (2 by 0.5 mi- 
crons), somewhat pleomorphic, nonspore form- 
ing, gram-positive rod. Beta hemolysis on 
blood agar is present and at room tempera- 
ture, and end over end type motility may be 
observed. Listeria is a facultative organism, 
easily cultured on ordinary laboratory media. 
The following fermentations were observed: 
dextrose, acid; maltose, acid; lactose, negative; 
and mannite, negative. The organisms were 
sensitive to Chloromycetin, Furadantin, Ach- 


FIG, 3 


Wright stained smear of the spinal fluid from the second 
case shows a predominantly mononuclear reaction with a few 
polymorphonuclear leukocytes. 


FIG. 2 
7: 
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Stained section (H. & E.) of the meninges of the second 
case shows a dense infiltrate of large mononuclear cells. 


romycin, Albamycin, erythromycin, Aureomy- 
cin, neomycin, as well as the common sulfona- 
mide drugs. They were slightly sensitive to 
streptomycin but not to penicillin by the 
usual disc method of testing. 

Listeriosis should be suspected in any case 
olf meningitis in which a small gram-positive 
rod is seen on direct smear of the centrifuged 
spinal fluid. It should not be confused with 
the gram-positive pneumococcus. This confu- 
sion may account for cases of penicillin resist- 
ant pneumococci which have been reported. 
Treatment with the appropriate drugs should 
be started as soon as the organism is recog- 
nized on direct smear. Listeria should not be 
confused with diphtheroids. A very useful test 
in differentiating Listeria from diphtheroids 
is to swab the organism into the conjunctival 
sac of a rabbit’s eye.! The appearance of an 
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acute catarrhal conjunctivitis, frequently 


within 24 hours, gives a positive identifica- 
tion. Confusion between Listeria and the 
diphtheroids may partly account for the in- 
frequency of its recognition until recent years. 

The Communicable Disease Center at 
Chamblee, Georgia, has been receiving an in- 
creasing number of cultures of Listeria. They 
have increased fourfold in the last three 
years.? Marion Hood? at the Charity Hospital, 
in New Orleans, has recently published 10 
cases which she has seen in that area, while 
only 69 cases were reported in the world liter- 
ature up to 1950.4 This increased incidence 
probably represents an increased awareness 
rather than a true increase in the disease. 

Listeriosis may show disease patterns other 
than the disseminated septic form and menin- 
gitis illustrated in the 2 cases. It is thought to 
be an important cause of abortions and in- 
fant death in Europe.’ The oculoglandular 
form has been described in chicken dressers. 
The septic type associated with mononucleosis 
has been described. Other clinical patterns yet 
undescribed, probably exist. 


Summary 


Two cases of human listeriosis have been 
seen at the University Hospital within one 
year. Both cases terminated fatally and the 
autopsy findings are illustrated. 

Listeria meningitis should be suspected 
when small gram-positive rods are seen on di- 
rect smear of the spinal fluid. The organisms 
can be positively identified with routine cul- 
ture methods. 
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Ulcerations of the Stomach in 
Diaphragmatic Herniation 


EDWARD R. MUNNELL, M.D., and 


EDMOND H. KALMON, M.D.,t Oklahoma City, Okla. 


Herniation of the stomach through the diaphragm is not uncommon, but the radiologic demon- 
stration of ulcer in the herniated portion is rare. The authors emphasize anemia as an important 
manifestation of unrecognized ulceration in the herniated portion of the stomach. 


ESOPHAGEAL HIATAL HERNIA is commonly 
found in roentgen examinations of the upper 
gastrointestinal tract. Most often these are as- 
sociated with mild or even no symptoms. 
Occasionally severe symptoms occur, and up- 
per gastrointestinal hemorrhage is one of the 
more frequent of these symptoms. When this 
hemorrhage is directly due to the hiatal her- 
nia it is most often attributed to an associated 
esophagitis. Peptic ulceration of the herniated 
portion of the stomach, likewise, is a cause of 
hemorrhage and pain. But radiographic dem- 
onstration of such ulceration is difficult and 
has been reported only rarely. It is our pur- 
pose to report 2 such instances. 


Case Reports 


Case 1. S. B., a 75 year old white woman was ad- 
mitted to Wesley Hospital because of weakness. 
anorexia and anemia of 6 months duration. ‘The 
major laboratory findings were a hypochromic anemia 
with 7.2 Gm. of Hgb. and positive L.E. cell prepara- 
lions. 

On the third hospital day two episodes of massive 
hematemesis occurred. With a diagnosis of lupus 
erythematosus, cortisone therapy was started. X-ray 
examination of the gastrointestinal tract showed a 
prominent esophageal hiatal hernia, measuring about 
4 cm. in diameter (Fig. 1), with a constant out- 
pouching which was diagnosed as a gastric ulcer. 
Her clinical course was rapidly downhill with further 
hemorrhages. An operation was not thought advisable 
because of her poor condition. She died on the 10th 
hospital day. 

The autopsy diagnosis was disseminated periarteritis 
nodosa. The gastric ulcer of the herniated stomach 
was confirmed. This was about 1 cm. in diameter. 


Case 2. R. A., a 65 year old white man had had 
vague postprandial upper abdominal pain with radi- 
ation to the right shoulder for several years. He was 
often awakened at night by pain in the right upper 
abdomen, usually relieved by sleeping in semi-erect 
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position and by the use of anti-acids. Three months 
prior to admission he had noted tarry stools for 3 
days. This was followed by weakness for 4 to 6 weeks. 
Two weeks before admission the patient fainted. He 
was found to have a marked anemia and received 3 
pints of whole blood prior to transfer to Wesley 
Hospital. 

On admission his Hgb. was 10 Gm. and the hemato- 
crit was 30 per cent. X-ray examination of the gas- 
trointestinal tract showed a large esophageal hiatal 
hernia with an ulcer in the herniated portion of the 
stomach (Fig. 2) measuring up to 3 cm. in its greatest 
diameter. 

A left thoracotomy was done on April 5, 1957. The 
ulcer in the herniated stomach was confirmed by 
palpation but was not visualized or biopsied. The 
hernia was reduced and the defect repaired. His post- 
operative course was smooth except for one episode 


FIG. 1 


(Case 1) Oblique view of stomach showing prominent hiatal 
hernia. The triangular area filled with barium within this 
hernia is the gastric ulcer which measured about 1.5 cm. 
in its greatest diameter. 
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(Case 2) Large esophageal hiatal hernia demonstrated with 
an oval ulcer just above the diaphragm which measures 
about 3 cm. in its greatest diameter. 


of severe pain in the left chest. A moderate left 
pleural effusion developed, associated with some sep 
aration of the intercostal incision. A tube thoracotomy 
was done. He then improved rapidly and was dis- 
charged on the 10th postoperative day. A subsequent 
gastrointestinal x-ray examination was done 44 days 
after operation (Fig. 3). The hernia was seen to be 
adequately repaired and the ulcer could not be 
demonstrated. 


Discussion 


No one questions that esophageal hiatal 


FIG. 3 


(Case 2) Postoperative examination showing no evidence of 
previous gastric ulcer or esophageal hiatal hernia. 
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hernias are commonly seen by radiologists. 
Harrington! found 600 cases diagnosed be- 
tween 1926 and 1941. The incidence varies 
from 1.6 to 3.5% of all gastrointestinal roent- 
gen examinations.” Epigastric pain, postpran- 
dial bloating, belching, heartburn, nausea and 
regurgitation are the most common symptoms. 
But anemia must be emphasized. In spite of 
frequently recognized hiatal hernias, the asso- 
ciated profound anemia that may occur has 
not been sufficiently emphasized. 


Bright,* in 1836, has been credited with the 
first description of herniated stomach. Carman 
and Fineman,* in 1924, were the first radiolo- 
gists to mention associated bleeding and ane- 
mia. A review of pertinent articles by Mathews 
and MacFee,® Truesdale*® and Feldman’? leads 
to the impression that the distressing symp- 
toms and anemia accompanying hiatal hernia 
are probably due to the associated ulcerative 
esophagitis. This causes occult blood in the 
stool. McGlone and Sawyer® report one case 
of massive gastrointestinal bleeding in a pa- 
tient with hiatal hernia and a gastric ulcer. 
The ulcer was resected but whether or not the 
ulcer was in the herniated portion of the 
stomach is not clear. Boyd and Classen® report 
50 cases of hiatal hernia, finding 2 duodenal 
ulcers but no gastric ulcers. Hahn'® reports a 
documented case of hiatal hernia with ulcer 
in the herniated segment of the stomach. 
Johnston and Twente!! report a traumatic 
diaphragmatic hernia secondary to an auto- 
mobile accident. After injury, a thoracotomy 
was done and a laceration of the diaphragm 
at the esophageal hiatus was found with a 4 
mm. perforated ulcer in the herniated 
stomach. 


It is our belief that repair of esophageal 
hiatal hernias is best done by a transthoracic 
approach. Visualization of the diaphragm and 
adequate esophageal mobilization aids in com- 
plete reduction and closure of the defect, re- 
sulting in a much lower recurrence rate. It is 
important that the phrenoesophageal liga- 
ment be sutured to the abdominal side of the 
diaphragm through the defect, fixing the re- 
duced hernia in the abdomen. 


Summary 


|. Upper gastrointestinal bleeding or unex- 
plained anemia may be the result of esopha- 
geal hiatal hernia. 


2. Ulceration within the herniated portion 
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of the stomach is an uncommon complication. 


3. Roentgen demonstration of such gastric 


ulcers is extremely difficult. Two such cases 
are reported here. 


4. The advantages of a transthoracic ap- 


proach in the repair of esophageal hiatal her- 
nia is mentioned. 


nm 
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Shoulder Pain in Quadriplegic Patients: 


A Theory As to Its Cause* 


WILLIAM C. FLEMING, M.D., and A. RAY DAWSON, M.D.,t Richmond, Va. 


Since this type of pain is found quite frequently, the authors attempt to explain it. 


They believe it to be due to a muscle imbalance. 


As EXPERIENCE has been gained in treating 
individuals suffering loss of spinal cord func- 
tion, the medical literature concerning var- 
ious aspects of the treatment problems has 
become extreme. Most reports have concerned 
survival or major restorative problems. To- 
day it is my purpose to discuss a very common 
problem which is no life and death matter 
but one that is quite troublesome in the day 
to day rehabilitation efforts with quad- 
riplegics. 

The Paraplegia Service at McGuire Vet- 
erans Administration Hospital, at Richmond, 
has a capacity of 172 beds and generally ad- 
mits only cases of traumatic origin. New pa- 
tients are admitted to wards for acute disease; 
the average admission rate is about 45 new 
patients a year with the ratio of about two 
quadriplegics to three paraplegics. Other 
wards are operated for long-term or mainte- 
nance cases and for patients returning for re- 
evaluation. As would be expected most of the 
problems for re-evaluation are urologic. The 
Physical Medicine and Rehabilitation Service 
aids in management of all new cases and many 
of the re-evaluation cases. 

For some time we have noted that in the 
early months following loss of spinal cord 
functions quadriplegics have presented com- 
plaints of pain referred to the neck and shoul- 
der, sometimes of such intensity as to inter- 
fere with efforts at rehabilitation. A review 
of the available voluminous literature in the 
English language on shoulder pain showed 
little comment directly applicable to quad- 
riplegics as such. Most articles pertained to 
such problems as fractures and/or dislocations 

*Read before the Section on Physical Medicine and Re- 


habilitation, Southern Medical Association, Fifty-First Annual 
Meeting, Miami Beach, Fla., November 11-14, 1957. 

+From the Physical Medicine and Rehabilitation Service, Mc- 
Guire Veterans Administration Hospital and the Department 


of Physical Medicine, Medical College of Virginia, Richmond, 
Va. 


of the cervical spine without mention of ac- 
companying spinal cord injury, soft tissue, 
rupture of a cervical disc, radicular syn- 
dromes, emotional problems, and the like. 
However, one recent article by Rogers! is of 
interest with respect to our observations. He 
has reviewed 79 cases of fractures and/or dis- 
locations of the cervical spine seen over a ten 
year period. Fourteen of 16 complete quad- 
riplegics died in a few hours to a few months. 
He states, “None of the 39 patients who un- 
derwent fusion complained of neck pain sub- 
sequent to wound healing” and of 38 treated 
without fusion: “No patient complained of 
local or referred pain in this group once the 
injury had healed.” These results differ with 
our observations here but there is agreement 
in lack of marked pain associated with severe 
tissue damage about the neck. 

It was decided to review admissions to the 
Paraplegia Service for the calendar year 1956 
to illustrate our observations upon the prob- 
lem of neck and shoulder pain. Of the 217 
admissions there were 18 new quadriplegics 
and 30 new paraplegics. These new cases of 
quadriplegia are the basis of this report. 
Practically all the new patients had neurosur- 
gical and/or orthopedic management for a 
period of time varying from weeks to several 
months prior to admission here. They had 
then been transferred here for long-term care. 
Observations are for duration of hospitaliza- 
tion or to the present. Table 1 contains a few 
basic points of early management; you will 
note that the methods of early management 
varied, depending on individual problems 
faced at the time. Thirteen had laminectomy, 
only 4 of these were fused, all had traction, 
varying in length of time from 2 to 10 weeks. 


The basic early program of physical medi- 
cine in this hospital includes passive range of 
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motion daily, started soon as possible after 
admission; the Hubbard tank daily as soon as 
considerations of traction, neck brace, and 
so on will allow; then the tilt table, muscle 
re-education, and on to a full program of re- 
habilitation as the individual case may per- 
mit. 


Our typical patient is not seen at this hos- 
pital during his period of traction; generally 
when first seen he does not complain of shoul- 
der pain. He first complains of pain shortly 
after he is up and about in a sitting position 
without a neck brace or leather collar. This 
pain is most often located in the upper tra- 
pezius region and next most commonly lo- 
cated in the deep muscles of the posterior as- 
pect of the neck. Pain varies in intensity and 
quality, and may or may not radiate, either 
clinically or upon examination of the local 
area. Usually a short course of supportive 
physical therapy (hot packs, stroking mas- 
sage, range of motion exercises passive and 
active) suffices to clear up the problem. 

We classify this pain as mild, moderate, or 
severe, with the following clinical manifesta- 
tions: 

1. Mild: pain is of such a degree that it 
does not keep patient from attending his pre- 
scribed therapy appointments. 

2. Moderate: pain is of such a degree that 
the patient has to miss prescribed activities 
for a few days but does not require absolute 
rest of the part. 

3. Severe: pain is of such degree that ab- 
solute rest is required for control. 

Among the group of 18 quadriplegics 4 did 
not complain of shoulder pain, although each 
of them had marked orthopedic residuals of 
injury, and 3 had complete cord lesions. Two 
had laminectomy before admission here, 2 did 
not; none had fusions. 

Two of the cases were classed as mild and 
responded promptly to a few treatments as 
outlined above. Both of these patients had 
laminectomy but no fusion. One of them 
later suffered an acute episode of myositis in 
the upper trapezius region which was con- 
trolled by two treatments. 

The remaining 12 patients had symptoms 
of pain referred to the shoulder or neck, fall- 
ing into our classification of moderate, vary- 
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ing in degree of pain and length of time that 
activities were curtailed. Of these 12 three 
had only one episode of shoulder pain, 5 had 
two episodes, and 4 had several episodes. 


None of these patients had pain that would 
fall into our classification of severe (requir- 
ing complete rest of the part). 


Of the 18 patients 8 remain in the hos- 
pital, and only 3 continue to have episodes 
of shoulder or neck pain. One of these, D.M., 
has an almost complete loss of the body of 
C-5, with C-6 displaced about 1.5 cm. an- 
teriorly on C-4, with a fusion from C-2 through 
D-1; his cord level of injury is mixed C-4 
and C-5. One would expect a patient with 
such residual findings to continue to have 
pain, but he has suffered no pains in the neck 
or shoulder for the last three months even 
though he is up and about in his wheel chair 
daily. 


Discussion 


Whenever one attempts to discuss pain— 
its causes, its intensity, its effects upon the 
body and personality—one encounters varia- 
bles such as threshold of sensitivity, emotional 
factors and perhaps even differences in nerve 
transmission and interpretation of impulses. 
In the cases under discussion, the striking fact 
is the relative absence of pain and _ its 
somewhat transient character. We note a simi- 
lar pattern in other neuromuscular problems 
about the shoulder as seen in cerebrovascular 
accidents and poliomyelitis. Observation on 
quadriplegics is thus far limited in time; how- 
ever, one of us (A.R.D.) has noted that a 
similar pattern of pain was observed in cases 
undergoing thoracoplasty. This pain subsided 
on a regimen of heat and exercise, after a suf- 
ficient time for the bone and muscle situa- 
tion to stabilize. The patients were then free 
of pain for years, until bony problems such 
as scoliosis or arthritis began to produce pain. 

We suggest that in traumatic quadriplegics 
the cause of pain about the shoulder is muscle 
imbalance; the pain or discomfort persists un- 
til the neuromuscular system about the area 
is able to establish a new pattern of action. 
We further feel that those muscles performing 
a supporting function may be even more in- 
volved in the production of pain than those 
muscles doing the moving. 
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Conclusion conjunction with the supportive modalities of 


On the basis of our findings in dealing with 
shoulder pain in quadriplegics, which we feel 
caused basically by muscle imbalance, we con- 


heat and massage. 


Reference 


clude that the problem may be managed best 1. Rogers, W. A.: Fractures and Dislocations of the Cervical 


Spine. An End-Result Study, J. Bone & Joint Surg. 39-A 


by a program of supervised active exercises in 341, 1957. 
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Premature Labor and the Ruptured 


Marginal Sinus* 


J. S. FISH, M.D., R. A. BARTHOLOMEW, M.D., E. D. COLVIN, M.D., 
W. H. GRIMES, JR., M.D., W. M. LESTER, M.D., and 
W. H. GALLOWAY, M.D.,t Atlanta, Ga. 


The authors again emphasize bleeding from a ruptured marginal sinus as the cause of premature 
labor and late abortion, being almost equal to premature rupture of the membranes in incidence. 


IN THE ORIGINAL COMMUNICATION! from the 
Bartholomew Group on the marginal sinus, 
as well as in subsequent references,** the re- 
lation between premature labor and hemor- 
rhagic complications of pregnancy was briefly 
treated. Continued observation of this rela- 
tion and the continued magnitude of the 
problem of prematurity have prompted a sur- 
vey of the immediate causes of premature 
labor. 


Material 


In this study 7,435 deliveries were reviewed 
(Table 1). Among these were 451 abortions 
(6°,), of which 362 occurred in the first 3 
months and 89 subsequently. The immature- 
premature group (1,000-1,500 Gm. plus 1,500- 
2,500 Gm.) included 258 cases (3.59%) and the 
balance (90.5°%) were term (2,500 Gm. and 
over) deliveries. Because analysis revealed 
that common factors were acting in the late 
abortion, immature and premature groups, 
these were consolidated and the survey com- 
pleted and presented on this basis. The total 
number of “prematures” was 347 (4.6%). 


Results 


The most common accident of pregnancy 
preceding the onset of premature labor was 
spontaneous rupture of the membranes 
(Table 2). Among 347 patients this occurred 
96 times, an incidence of 27.6 per cent. In 66 
cases, 61 in the 1,000-2,500 Gm. group and 5 
in the late abortion group, this accident was 
unaccompanied by other disease. This places 
the incidence of rupture of the membranes as 


*Read before the Section on Obstetrics, Southern Medical 
Association, Fifty-First Annual Meeting, Miami Beach, Fla., 
November 11-14, 1957. 


+From the Georgia Baptist Hospital and Emory University 
School of Medicine, Atlanta, Ga. 


TABLE 1 
7.435 DELIVERIES 


Total Per Cent 
2,500 Gm. plus 6,726 90.5 
Early abortions 362 4.9 
“Premature” 347 4.6 
1,000-2,500 Gm. 258 3.5 
Late abortion 89 


the sole immediate cause of premature labor 
at 18.9 per cent. 

That other conditions may accompany, if 
not predispose to, rupture of the membranes 
is evident. Of such conditions, multiple preg- 
nancy is predominant. We recorded 25 cases 
of twin pregnancy yielding premature infants, 
and in 16 of these labor was preceded by rup- 
ture of the membranes, the latter being as- 
signed by us as causal in these cases. It would 
appear to be confirmed that uterine disten- 
tion, per se, or twins, per se, are not neces- 
sarily potent stimuli to labor. Among multi- 
ple pregnancies, of course, are a number of 
essentially mature infants, premature by 
weight but not products of premature labor. 
The total incidence of multiple pregnancy in 
this series was 7.2 per cent. 


TABLE 2 
PREMATURE RUPTURE OF MEMBRANES 


Late Per 
Abortion 1,000-2,500Gm. Total Cent 


Unassociated with 
other cause 5 61 66 18.9 
Associated 0 30 30 8.7 
Twins 16 
Circumvallate placenta 5 
Marginal sinus rupture 6 
Placenta previa 1 
Polyhydramnios 2 


Total 


27.6 
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The other entity productive of abnormal 
uterine distention, polyhydramnios, occurred 
11 times, an incidence of 3.1%, but in only 2 
cases did the membranes rupture before 
labor. Fetal deformity was present in 8 of 
these cases and intra-uterine death, which it- 
self appears to exert an unpredictable effect 
on the onset of labor, was present in 4 cases. 
Both gross deformity and intra-uterine death 
naturally may affect fetal weight independent 
of actual maturity. 


Premature rupture of the membranes oc- 
curred 5 times in the presence of circumval- 
late placentae and once in the presence of 
placenta previa as well as 6 times in the pres- 
ence of rupture of the marginal sinus with 
normal implantation. These ruptures of the 
sinus were determined to have occurred dur- 
ing labor following rupture of the mem- 
branes, the latter being given the causal 
assignment. 


The second most frequent cause of prema- 
ture labor was hemorrhage from rupture of 
the marginal sinus in the normally implanted 
placenta, the over-all incidence of this acci- 
dent preceding premature labor and late 
abortion being 21.9 per cent (Table 3). 

Fifty-five of the total of 76 instances of rup- 
tured sinus preceded labors producing infants 
in the 1,000-2,500 Gm. group and the remain- 
ing 21 represented the apparent cause of 
pregnancy loss among a total of 89 in the 
previable late abortion group. This latter is a 
revealing figure. It represents an incidence of 
23.5% for a cause of late abortion heretofore 
virtually unrecognized. 


Only 6 cases of rupture of the sinus had 
associated conditions. Two of these were in 
multiple pregnancies and 4 were in circum- 
vallate placentae where the sinus was identi- 
fied and found ruptured. In this connection 
it is noted that hemorrhage from circumval- 
late placenta in the absence of a confirmed 


TABLE 3 
RUPTURED MARGINAL SINUS 


Late 
Abortion 1,000-2,500Gm. Total Cent 
Unassociated with 


other cause 21 49 70 20.2 
Associated 0 6 6 1.7 

Circumvallate placenta 4 

Twins 2 

Total 21 55 76 21.9 
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TABLE 4 
PREMATURE LABOR AND LATE ABORTION 


Late Per 
Abortion! ,000-2,500 Gm. Total Cent 


Premature rupture 


of membranes 5 91 96 27.6 
Ruptured marginal sinus 21 55 76 21.9 
Unknown cause 17 18 35 10.1 
“Term” infants 21 21 6.1 
Placenta previa 3 9 12 3.5 
Abruptio placenta 2 7 9 2.6 
Preeclampsia 0 12 12 3.5 
Intra-uterine death 21 18 39 11.2 
Circumvallate placenta 5 4 9 2.6 
Polyhydramnios 0 9 9 2.6 
Multiple pregnancy 0 7 7 2.0 
Other 15 7 22 6.3 

Total 89 258 347 100.0 


rupture of the sinus was considered to be the 
cause of premature labor in a total of 9 of the 
347 cases, 4 of these in the viable and 5 in the 
previable period. We have previously record- 
ed? that circumvallate placenta is the cause 
of 5% of all hemorrhages in the third trimes- 
ter, and that 11% of circumvallate placentae, 
if pregnancy reaches the third trimester, will 
produce bleeding. 


In 70 cases, rupture of the marginal sinus 
was the only detectable lesion associated with 
premature labor. 


It will be noted at this point that of all 
premature labors, 49.5%, nearly half, follow 
either premature rupture of the membranes 
or rupture of the marginal sinus. With labor 
following in the footsteps of virtually all of 
the first group and over half the second, and 
with no logical means yet available for pre- 
venting either these accidents themselves or 
the ensuing labors, a certain amount of pessi- 
mism is justified. 

No greater optimism is provoked by the 
next group, which is labeled “unknown.” 
This contains 35 cases about equally divided 
between the previable and viable groups and 
representing 10% of the total (Table 4). Be- 
longing here also, but not included in these 
35 cases, are 3 cases of habitual abortion. A 
definite diagnosis was not established in sus- 
pected cases of incompetency of the internal 
cervical os, but these cases are included in the 
unknown group. 

The next category, not of vital interest, 
contains 21 cases, 6.1%, in which labor oc- 
curred without detectable accompanying le- 
sions within 3 weeks of term but produced 
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infants weighing less than 2,500 Gm. These 
infants were mature in appearance and be- 
havior, all survived, and no doubt represent 
term deliveries of small babies. 


The other major hemorrhagic complica- 
tions of pregnancy, placenta previa and ab- 
ruptio, accorded considerable prominence in 
the literature as causes of prematurity, were 
found to occur relatively infrequently in this 
series. Noted here are 9 cases of placenta 
previa in the viable period (1,000-2,500 Gm.) 
and 3 in the previable stage, a total incidence 
among 347 premature labors of 3.5 per cent. 
This figure, somewhat low, may reflect the 
value of expectancy in management of hemor- 
rhage from this source. Two-thirds of patients 
presenting previa hemorrhage before 37 weeks 
gestation can be carried for periods of time 
which would be of significance in reducing 
the incidence and risk or prematurity.? 

Abruptio is likewise an infrequent cause of 
prematurity. Among 56 cases of abruptio re- 
cently reviewed by us,‘ 44.6% produced in- 
fants under 2,500 Gm. In the present series 
were 9 abruptios accounting for premature 
labor, 2 of these in the previable, or late abor- 
tion period. The total incidence, therefore, is 
only 2.6 per cent. Considering that abruptio 
is an infrequent accident to begin with (1:178 
in our practice) and that only 37.5% occur 
before the thirty-seventh week of pregnancy, 
it would of course be illogical that this acci- 
dent would represent a major cause of pre- 
maturity in spite of the fact that it necessi- 
tates prompt termination of pregnancy when- 
ever it occurs. 


Toxemia, that is preeclampsia, was the im- 
mediate cause of prematurity in 12 cases, or 
3.5 per cent. In one of these a second section 
was performed after the onset of spontaneous 
labor. In the remaining 11 induction was 
undertaken because of toxemia. 


TABLE 5 
INTRA-UTERINE DEATH 


Late 
1,000-2,500 Gm. Abortion Total 


Cord accident 6 6 12 
Erythroblastosis 2 3 5 
Monster 
Low battledore placenta 1 1 
Diabetes 1 1 
Unknown 7 12 19 
Total 18 21 39 11.2% 
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TABLE 6 
MISCELLANEOUS CAUSES 


Monster 

Therapeutic abortion 
Elective section 
Ruptured uterus 
Enteritis 

Abdominal hemorrhage 
Amputated cervix 
Infected cervical polyp 
Retroversion, incarcerated 
Criminal abortion 
Hydatidiform mole 
Habitual abortion 


Total 6.3% 


A sizable group in this series, which bears 
analysis to be properly interpreted, consisted 
of a total of 39 infants stillborn weighing less 
than 2,500 Gm. (Table 5). These do not in- 
clude stillbirths where the cause of death was 
in itself the cause of labor, such as abruptio 
or monsters with polyhydramnios. All cases 
do not represent, in truth, the problem of 
premature labor since a number of deliveries 
followed a latent period with maceration and 
loss of weight. Eighteen cases occurred in the 
viable period and among these fetal death 
was due to a cord accident in 6, erythroblas- 
tosis in 2, diabetes in one, a low-lying battle- 
dore placenta with cord compression in one, 
anencephaly in one and unknown causes in 
seven. That the relation between intra-uterine 
death and labor, premature or otherwise, is 
uncertain and requires more elucidation is 
shown by a variation in latent periods of 2 
days to 5 weeks between death and labor. The 
known causes of death in this group cannot 
be conceived of, however, as causes of labor 
in themselves. 


The remaining 21 cases occurred in the late 
abortion period and included 6 determined 
to be due to cord accidents, 3 to erythroblas- 
tosis and 12 to causes unknown. 


This entire group of 39 cases accounted for 
11.2% of premature deliveries. 

We noted an over-all series incidence of 
1.4% for erythroblastosis and of 3.4% for 
cord accidents. 

The remaining odd causes for prematurity 
or late abortion in this series (Table 6) were 
monstrosity without polyhydramnios or intra- 
uterine death, 5; therapeutic abortion, 4; and 
one case each of misjudgment of date for a 
subsequent section, spontaneous rupture of 
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section scar, acute enteritis, intra-abdominal 
hemorrhage from a ruptured vessel with 
shock and laparotomy, previous cervical am- 
putation, infected cervical polyp, manipula- 
tion of incarcerated retroversion and criminal 
abortion. There were 2 moles and 3 cases of 
habitual abortion in the series. 


Chronic vascular disease appears to play no 
direct role in premature labor. Among cases 
in which no other cause was found, 35 in 
number, vascular disease appeared in only 
three. Among 7 unexplained intra-uterine 
deaths to which we attributed prematurity in 
the viable period, vascular disease appeared 
in only one. This condition may predispose 
to low infant weights among those born at 
term but weighing less than 2,500 Gm. 
Among 21 such cases, vascular disease existed 
in six. This is an incidence of 28% in this 
small group and it is some three to four times 
the expected incidence in our practice. Vas- 
cular disease may, of course, exert an indirect 
effect on premature labor through its well- 
recognized predisposition to preeclampsia and 
abruptio. 


Discussion 


It is appropriate to ask the cause of normal 
labor at term. This, in truth, is unknown but 
might reasonably appear to be based on the 
lowering of the threshold of myometrial irri- 
tability due to a fall in the levels of inhibi- 
tory hormone, shifts in Pitocin-pitocinase re- 
lations, or on other uncertain mechanisms 
provoking the uterus to activity, such as pla- 
cental insufficiency, fetal oxygenation and 
oxygen-demand balance or such known pro- 
gressive fetal tissue changes as are found in 
the adrenal cortex. 


It is known that certain abnormal stresses 
predispose to labor, such as abruptio placen- 
tae, preeclampsia, sudden decrease in the vol- 
ume of uterine contents, foreign matter in the 
uterus, particularly with cervical irritation, as 
from packs, catheters, bougies, hydrostatic 
bags, chemicals or accumulations of blood. It 
is apparent that certain of these forces, to- 
gether with nutritional deficiencies, anemia 
or basic endocrine glandular or chorionic de- 
ficiencies, may alter the inherent myometrial 
regulating mechanism, and that in addition 
to this there are extrinsic pathologic stimuli 
strong enough to cause labor in face of a nor- 
mal regulating mechanism. 
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Furthermore, clinical observation reveals 
that a stimulus of fixed intensity is more apt 
to produce labor at term than before term. 

That intra-uterine accumulations of blood 
are uterine irritants appears well established 
from clinical observation. This is not mani- 
fested, however, by the pain, tetanic rigidity 
and tenderness of abruptio, even in the pres- 
ence of large accumulations exceeding 500 cc., 
this dramatic reaction in all probability hav- 
ing its source in the absorption of the toxic 
products of placental necrosis. It is manifested 
by the tendency to labor, and antepartum 
hemorrhage from rupture of the marginal 
sinus, 51% went into labor spontaneously 
within 24 hours. That the amount of hemor- 
rhage, the location of its site of origin and its 
entrapment or release are factors in the ap- 
pearance of contractions and labor seems like- 
ly. In the case of placenta previa, with the 
source of hemorrhage near the cervix permit- 
ting escape of most or all of the blood, 
uterine irritability is minimal. The dull ach- 
ing, the Braxton Hicks contractions and the 
disposition to labor are absent or decreased. 
In the case of previa, only 35% fall into labor 
within 24 hours of the hemorrhage and more 
can be carried expectantly for significant 
periods of time. 

Rupture of the marginal sinus in the nor- 
mally implanted placenta is an item which is 
new among usually recognized immediate 
causes of prematurity, but continued clinical 
observation of this association and a growing 
acquaintance with the critical findings in the 
carefully examined placenta are strengthen- 
ing its status in this regard. 

Schoeneck® has reported associated bleed- 
ing in 26.5% of premature labors. Hertig, 
Hellman and Anderson® recognize sinus rup- 
ture as an integral part of the problem of pre- 
maturity. Hellman has reported 49 cases, 22 of 
which yielded premature infants. Tilak’ has 
reported from Bombay a series of 600 late 
abortions, of which 12% were associated with 
sinus rupture. Ferguson® is finding ruptured 
marginal sinuses in Miami as well as in New 
Orleans, and has found that 50% of a series 
of 98 cases recently reported resulted in pre- 
maturity. 

As has been previously reported,? some 
38%, of sinus hemorrhages are concealed hem- 
orrhages. Consequently, nothing so dramatic 
as vaginal bleeding calls itself to the attention 
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of the patient or her attendant before con- 
tractions begin and all instances in which 
placental pathology is overlooked go down as 
unexplained. 

Rather persistent failure on the part of 
many to credit the ruptured sinus with the 
status of a pathologic entity would seem to be 
due to their completely overlooking the evi- 
dence on the placenta or, as has lately come 
to our attention, sending this organ to the 
laboratory for routine study, in which case 
handling, transit and storage have effectively 
destroyed the evidence. 


Details of this placental evidence are be- 
coming better known. The marginal clot is 
present, either restricted or, in cases where 
external bleeding has occurred, often streak- 
ing off across the membranes toward the site 
of rupture of the membranes. To satisfy rigid 
diagnostic criteria, this should be continuous 
with a thrombus demonstrable in the dis- 
rupted sinus. To rule out previa, the adjacent 
margin of the membrane should be wide. The 
age of the clot may be judged from its adher- 
ence, consistency and color. Gradations of 
these properties are naturally difficult of ac- 
curate expression, but experience permits the 
elimination without serious question of those 
blood accumulations taking place in labor. 
The authors have repeatedly checked the 
characteristics of these monuments of margi- 
nal placental bleeding against dates of hemor- 
rhage from the nearly colorless fibrin clots of 
four to five months duration to the fresh 
clots of labor. Placentas from patients with 
as many as four episodes of hemorrhage have 
revealed clearly the clot associated with each 
episode. Identification of clots marking con- 
cealed hemorrhage of remote origin is occa- 
sionally possible in patients who have had 
definite episodes of threatened premature 
labor. 


The clot warranting consideration in pre- 
mature labor is adherent, but not densely, to 
the placental margin and adjacent mem- 
brane; it is dark red; it has a cohesive resil- 
ient firmness with a definite fibrin skeleton. 
Such characteristics would place its origin 
prior to labor of average duration, yet suffi- 
ciently close to labor to make it a possible 
factor in the onset thereof. 

Microscopic evidence needs further study. 
Anderson® has stated that extravasation of 
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leukocytes and appearance of pigment-laden 
phagocytes takes place at about 6 hours. Her- 
tig seeks corroborative lamination of the clot 
and associated decidual lesions. 


We recognize that if study of the series here 
reported could reveal the reasons for preg- 
nancy wastage as low as 3.5% for 1,000-2,500 
Gm. infants, or 4.6% over-all from three 
months to maturity, with generally reported 
figures ranging from 5 to 12%, many answers 
about premature labor would be forthcom- 
ing. Such an analysis has not been attempted 
but two factors stand out prominently. 

One of these is the maximum safe employ- 
ment of expectancy in management of late 
pregnancy hemorrhage during this period 
(1950-1956). The possibility of carrying 67% 
of patients with placenta previa and 27% 
with rupture of the sinus for significant in- 
tervals beyond their initial episodes of hem- 
orrhage, together with the high incidence of 
hemorrhage in relation to the prematurity 
problem, might logically be expected to yield 
a reduction in prematurity. 

Second, frequently indicted underlying 
causes for premature labor, dietary and nutri- 
tional deficiencies, anemia, constitutional ma- 
ternal disease and unfavorable social or eco- 
nomic conditions, are causes which were ab- 
sent or for the most part promptly corrected 
in the patients studied. Deletion of these fac- 
tors from the present study was by design, 
since they are predisposing and not immedi- 
ate causes of premature labor, but this does 
not imply a secondary importance. They are 
of primary importance, as many excellent 
studies show, but it is believed that they 
stand in relation to prematurity chiefly as 
they stand in relation to one or more of the 
known immediate causes of premature labor, 
or they operate directly, perhaps, in the 
group where no known immediate cause is 
found, or in the group of unexplained intra- 
uterine deaths. 


Summary 


Two hundred and fifty-eight premature 
labors (3.5%) and 89 late abortions (1.1%), 
among 7,435 deliveries, have been reported. 


The most frequent immediate causes of 
premature labor and late abortion, together 
accounting for nearly half the total, were pre- 
mature rupture of the membranes (27.6%), 
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and rupture of the marginal sinus in the 
normally implanted placenta (21.9%). 


Placenta previa, abruptio placentae and 
preeclampsia are relatively infrequent causes 
of premature labor. 


Expectant management of hemorrhage re- 
duces prematurity and its use is successful in 
67% of previa hemorrhages and 27% of mar- 
ginal sinus hemorrhages. 


Criteria for implication of sinus rupture in 
premature labor have been reviewed. 
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Discussion (Abstract) 


Dr. James Henry Ferguson, Miami, Fla. 1 am very 
happy to discuss this paper which is the first major 
effort to call to the attention of our specialty the 
important association of prematurity and rupture of 
the marginal sinus of the normally located placenta. 
We are all indebted to Dr. Fish and his group for 
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bringing again to the fore this syndrome and for 
helping us to understand its various aspects. 

By assigning the precipitating factors to a large 
group of premature labors, Dr. Fish has demonstrated 
that rupture of the marginal sinus was the second 
most important cause of prematurity. At least, it is a 
closely associated lesion. Approached from another 
angle I have figures that support the significant co- 
existence of prematurity and this lesion of the pla- 
centa. Among the 98 cases of rupture of the marginal 
sinus of the normally located placenta I have recently 
collected, 49 (50%) of the babies were premature 
(2,500 Gm. or less). About one-half of these were from 
my series gathered at the Charity Hospital in New 
Orleans and one-half were from the Jackson Memorial 
Hospital in Miami. The length of gestation was 
shortened for the pregnancies that produced these 98 
babies. The average length of pregnancy was 35.7 
weeks and the median, 36.5 weeks. Did the rupture of 
the marginal sinus cause the premature labor or 
could possibly the physiologic and anatomic changes 
in the uterus have produced a rupture of a more vul- 
nerable marginal sinus? I do not feel we have enough 
information to say which is cause and which is effect, 
if they possess such a relationship. 

At the point where I had collected 72 cases of rup- 
ture of the marginal sinus, I was able to make the 
observation that in one-half of the cases the onset of 
bleeding and the onset of labor were so close as to 
make it difficult to distinguish which had priority. In 
15 cases the onset of bleeding was immediately before 
labor, in 10 immediately after labor and in 11 instan- 
ces the bleeding and labor began simultaneously. 
These figures certainly suggest a causal relationship. 
In contrast to much of the prematurity we see associ- 
ated with placenta previa, the premature labor of 
these cases of rupture of the marginal sinus is not the 
result of artificial rupture of the membranes. 

I wish to thank Dr. Fish and the Section Officers 
for the opportunity to comment upon and to support 
this important contribution. 
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A Clinical Analysis of Bacteria Found 
in 2,000 Bladder Cultures* 


JASPER H. ARNOLD, M.D.,t Houston, Tex. 


BECAUSE INFECTION IS THE MOST COMMON DISs- 
EASE Of the bladder, an analysis of this condi- 
tion merits our attention. In the interest of 
clarity and because some new concepts are 
involved, this article on bladder infection is 
divided into three parts. The first is primar- 
ily urologic in nature. The second part pre- 
sents clinical material and results from which 
fundamental concepts are developed and a 
foundation for the basis of classification of 
bladder cultures is postulated. This is neces- 
sary for clarity in presentation of the third 
part, which is a consideration of the material 
mentioned in the title. 


Urologic Concepts 


Although all urinary tracts which suffer 
from obstruction are not infected, the inci- 
dence of infection is higher in the obstructed 
tract than in the unobstructed one. Though 
the unobstructed urinary tract does not enjoy 
complete immunity from infection, the inci- 
dence is lower. 

Davis, using the uroflometer, has deter- 
mined that the normal urinary bladder 
should expel at least 22 cc. of urine per sec- 
ond at relatively low detrussor pressures. 
When the bladder becomes partially obstruct- 
ed the musculature continues in an attempt 
to achieve this rate of eflux. The result is in- 
creased intravesical pressure with resulting 
greater velocity through the narrowed aper- 
ture. As the obstruction increases or when the 
musculature reaches its fatigue point, reten- 
tion occurs. 

On this basis, urinary tracts may be classi- 
fied according to figure 1. “A” represents the 
normal urinary tract without retention; “B” 
represents the questionably obstructed tract; 
and “C” the frankly obstructed tract with 
retention. 


*Read before the Section on Urology, Southern Medical 
Association, Fifty-First Annual Meeting, Miami Beach, Fla., 
November 11-14, 1957. 


+From the Urological Section, Baylor University College of 
Medicine and Postgraduate School, University of Texas, 
Houston, Tex. 


FIG. 1 


THREE CATEGORIES OF URINARY DRAINAGE 


A & c 

/ NO KNOWN 

/ OBSTRUCTION \/ / OBSTRUCTION 
/ NO QUESTIONABLE KNOWN 
RETENTION OBSTRUCTION RETENTION 


RETENTION 


‘Obstruction, 
Urinary f A neck. 


Since the incidence of infection varies with 
obstruction, it is apparent that bacterial dis- 
ease of the tract is not dependent on qualities 
of the bacteria alone. Although recognizing 
the importance of qualities inherent in the 
host (obstruction, leukocytic and gamma 
globulin activity), to avoid deviation from the 
title’s implication, these factors will not re- 
ceive further elaboration although their im- 
portance is not minimized. 


A Basis for Classification of Urine Cultures 


The second part of this paper deals with 
400 positive bladder cultures, and correlates 
the types of bacteria with the extent of the 
pyuria present. 


Early in the pursuit of the problem of uri- 
nary tract infection I attempted to ascertain 
the effect of different kinds of bacteria on the 
bladder. A series of 400 bladder cultures were 
studied in relation to this; the extent of py- 
uria and the severity of symptoms associated 
with each urine culture were carefully corre- 
lated. Since symptoms lend themselves poorly 
to tabular presentation and as it was found 
that the symptoms, with few exceptions, were 
well correlated with the extent of the pyuria 
(generally the greater the pyuria the worse 
the symptoms), only the number of pus cells 
are included in table 1. 

In this series of 400 cultures (in which ex- 
ceedingly careful histories and cultural con- 
trol were maintained) not one case of hemor- 
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TABLE 1 
COMPARATIVE RESULTS ON 400 BLADDER CULTURES 
Cultures NOT Containing 
Cultures Containing Gram- Gram-Negative Bacilli 

Number of WBC Negative Bacilli (Regardless of Cultures Containing Other 

per lpf. after Other Organisms Present) Gram-Positive Cocci Organisms 

Centrifugation Hours Incubated Total Hours Incubated Total 

24 48 72 24 48 72 Total 

Line “A” 30 or more WBC 64 5 0 69 2 0 2 4 0 
Line “B” 1-29 WBC 57 8 3 68 142 44 29 215 5 
Line “C” 0 WBC 4 0 0 4 16 4 0 20 15 


rhagic cystitis was found in a patient whose 
urine did not contain gram-negative bacilli. 
When a culture revealed both gram-negative 
bacilli and gram-positive cocci in a patient 
with significant signs and symptoms, treat- 
ment which successfully eliminated the gram- 
negative bacilli resulted in relief of the symp- 
toms and abatement of the signs, even though 
the gram-positive cocci persisted, as they often 
do.* Therefore, since the signs and symptoms 
of cystitis due to mixed infection do not vary 
materially from those to be expected, if the 
most pathogenic organism in the mixed in- 
fection (in comparable numbers) is the sole 
infecting agent, I have come to an important 
conclusion basic to classification of bladder 
cultures, called rule one, viz., the most patho- 
genic organism qualitatively found in a blad- 
der culture (pure or mixed culture) typifies 
that infection, and for purposes of classifica- 
tion may be used to designate the infection, 
unless and until quantitative studies refute 
the assumption. 


Therefore, in the following tables, if a 
bladder culture contained gram-negative ba- 
cilli with or without other organisms, it was 
placed in the “gram-negative bacilli groups.” 
If a culture contained gram-positive cocci but 
no gram-negative bacilli, regardless of what 
other organisms were found, it was placed in 
the “gram-positive cocci group.” These two 
groups form the two main categories of pyo- 
genic organisms most pathogenic to the blad- 
der. The following figure is compiled with 
this concept (Rule One) in mind and utilizes 
the findings in 400 positive bladder cultures. 


If Line “A” of table 1 is analyzed carefully 
and compared with the rest of the table, it is 
apparent that it contains all the cultures as- 
sociated with significant pyuria. It is further 
apparent that of the 73 urines found on this 


*Although admitted highly resistant to antibiotics, this does 
not by any means imply that the gram-positive cocci are also 
highly toxic in the bladder. 


line, 69 or 94.5% are associated with cultures 
containing gram-negative bacilli. This is the 
major lesson to be learned from this series. It 
is of further interest to note (Line “C’”’) that 
24 cultures were positive from urines showing 
no pus. 

This concept of classification of bladder 
cultures contemplates the inclusion of all 
bladder cultures in one of three general clas- 
ses according to Rule One. The first general 
type is “gram-negative bacilli,” the micro- 
organism causing the most severe signs and 
symptoms in the bladder. The second general 
type is “gram-positive cocci,” causing minor 
irritation, distressing to nervous individuals, 
but not otherwise serious. The third type is 
“other organisms,” weak pathogens in the 
bladder. (Acid-fast organisms are not includ- 
ed within the scope of this paper.) 


Table 2 utilizes this concept and arranges 
the organisms commonly found in the blad- 
der downward in the order of their decreas- 
ing pathogenicity. Such a table is unnecessary 
for the bacteriologist, but is extremely useful 
to the physician who may not be familiar 
with the specific organisms. According to this 
table, the knowledge given in the first two 
columns should enable the urologist to evalu- 
ate the infection in a general manner and 
gives a key to prognosis. When accompanied 
by reports as to sensitivity to antibiotics, the 
information in columns | and 2 of table 2 
alone is of great value, even when exact iden- 
tification of organisms is not available, al- 
though where possible complete identifica- 
tion should be obtained. 

As explanation of the meaning of “lactose- 
negative” and “lactose-positive,” it should be 
pointed out that one of the prime factors in 
the differentiation of the gram-negative ba- 
cilli is their ability to ferment lactose. Those 
fermenting lactose are called herein “lactose- 
positive,” and into this group fall loosely the 
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coliforms. Proteus, Pseudomonas and Alcali- 
genes fail to ferment lactose at all. 

Some of the most difficult and refractory 
urinary infections come from the “lactose- 
negative” subtype group due to the presence 
in this group of Pseudomonas, Proteus, and 
Alcaligenes; although in the “lactose-positive”’ 
group, A. aerogenes is a trouble maker. Such 
concepts of classification as, “lactose-positive” 
and “lactose-negative” as promulgated herein 
are completely artificial as far as indicating 
any teleologic quality of urinary bacteria, 
since the mechanics of their action is un- 
known. Such classification becomes useful in 
the light of experience, but is admittedly the 
utilization of a characteristic unrelated to 
function as a basis of predicting results. It is 
empirically useful and may serve as basis for 
classification until qualitative and quantita- 
tive determinations on the lesion-producing 
factors of the bacteria under consideration 
become available. 


Statistical Incidence of Bacteria by Types in 
2,000 Bladder Cultures 


The larger series consists of 2,000 bladder 
cultures done serially on patients presenting 
themselves for urologic treatment in my office 
in Houston, Texas, and comprising the mate- 
rial for this part. 


This study demonstrates that approximate- 
ly 75% of these patients had positive bladder 
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cultures. Extensive investigation, the subject 
for another report, indicates that urethral 
contamination is not above 10% with the 
method used. 


Methods and Materials 


All cultures were processed by the office 
technician, under my supervision, and in col- 
laboration with the Department of Micro- 
biology of Baylor University College of Medi- 
cine. Urine to be cultured was obtained by a 
sterile technic. Clean voided specimens caught 
in midstream, were used for culture from 
males; metal catheters were used for cathe- 
terized specimens in the female. Only the tip 
of the catheter was allowed to enter the blad- 
der, and the specimen for culture was ob- 
tained after allowing the first portion of the 
urine to flush out the catheter, thus reducing 
urethral contaminants, and in effect resem- 
bling the midvoiding specimen collected in 
the male. Cultures were initially established 
by transfer of 2 cc. of uncentrifuged urine 
directly to 5 cc. of tryptose phosphate broth 
and allowed to incubate until positive up to 
72 hours. The degree of turbidity of the 
broth was recorded at stated intervals if posi- 
tive within the 72 hour period, and plated to 
differential media. Media used were MacCon- 
key’s Neutral Red Bile Salt Agar, Bacto- 
Staphylococcus Medium #110, and Blood 
Agar. From these differential media, colonies 


TABLE 2 
General Type Specific Type Subtype Specific Organisms 
Lactose-negative Pseudomonas 
(no fermentation Proteus 
of lactose) Alcaligenes 
Salmonella 
Shigella 
Gram-negative Prompt fermentation A. aerogenes 
bacilli causing most of lactose E. coli 
severe signs Lactose-positive E. freundi — 
and symptoms (ferment lactose) E. intermedium 
in the bladder Delayed fermentation Paracolobactrum 
of lactose aerogenoides 
Paracolobactrum 
coli 
Paracolobactrum 
intermedium 
(Some Shigella) 
Micrococcus Variety-aureus 
Gram-positive cocci Pyogenes (Staph. aureus) 
causing signs Variety-albus 
(Staph. albus) 
of minor irritation treptococci Hemolytic 
in the bladder ° Viridans 
Enterococci 
Other organisms Yeasts and Monilia 
low pathogenicity fungi Others ; 
in the bladder Gram-positive Diphtheroids 
bacilli Neisseria 


Gram-negative 
cocci 
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TABLE 3 
GROSS RESULTS FROM 2,000 BLADDER CULTURES 
POSITIVE CULTURES—1,490 NEGATIVE CULTURES—510 
BREAKDOWN ON POSITIVE CULTURES 
Pure Cultures Mixed Cultures 

Gram-negative bacilli lactose-negative 156 Gram-negative bacilli (lactose-negative) and Staph. 21 

Gram-negative bacilli lactose-positive Gram-negative bacilli (lactose-positive—prompt 
Prompt fermentation $07 fermentation) and Staph. 57 

Delayed fermentation 72 Gram-negative bacilli (lactose-positive—delayed 
Gram-negative bacilli only growing on blood agar 11 fermentation) and Staph. 21 
Gram-negative bacilli only growing on chocolate agar 5 Staph. and Strep. 47 
Gram-negative bacilli growing only on staph. media 7 Gram-negative bacilli, Staph. and Strep. 10 
M. pyogenes Staph. var. albus and aureus 541 Diphtheroids and monilia 3 
Streptococci 136 Staph. and monilia 4 
Gram-positive cocci only growing on chocolate agar 6 Gram-negative bacilli and monilia 2 
Fungi (including monilia) 37 Staph. and fungi (unclassified) 1 
Diphtheroids 16 Staph. and diphtheroids 5 
Gram-negative cocci 9 Strep. and monilia 2 
Mixed bacilli 8 
Gram-negative bacilli and Strep. 5 
Gram-positive and gram-negative cocci 1 
Gram-negative bacilli and gram-negative cocci 3 
Gram-negative bacilli and diphtheroids } 
Streptococci and diphtheroids 1 


were picked off and identified. No cultures 
were processed if the history indicated recent 
use of chemotherapeutic or antibiotic drugs, 
since such substances seriously interfere with 
the validity of interpretation of cultures. 

The findings in the series of 2,000 bladder 
cultures are given in table 4. 

The high incidence of pure cultures may 
be explained on the known fact that some 
bacteria produce antibiotic substances effec- 
tive against other bacteria. 


Table 3 is too complicated for ready assimi- 


lation, and because it gains significance by 
condensation and becomes more meaningful 
when adapted to the form of table 2, table 4 
presents in condensed form the findings in 
the 1,490 positive cultures in the series in the 
title. 

As indicated in table 4, 681, or 45.7% of 
the 1,490 positive cultures in this series of 
2,000 cultures, contained gram-negative bacilli 
and might be expected to be actually or po- 
tentially serious; 744 or 49.9% contained 
gram-positive cocci but no gram-negative ba- 


TABLE 4 
INCIDENCE OF BACTERIA BY TYPE AND SUBTYPE IN 1,490 POSITIVE BLADDER CULTURES 

General Type Specific Type Subtype Number Per Cent 
Cultures containing Lactose-negative 177 26.0% of infections due 

to gram-negative bacilli 
Gram-negative Lactose-positive 457 67.1% of infections due 
bacilli to gram-negative bacilli 
681 or 45.7% Unclassified 47 6.9% of infections due 
of the positive to gram-negative bacilli 
cultures 
Cultures containing M. pyogenes Var. 604 81.2 % of infections due 

albus and to gram-positive cocci 
aureus 

Gram-positive cocci Streptococci 139 18.7% of infections due 

to gram-positive cocci 
but no gram- Unclassified 1 .1% of infections due 
negative bacilli to gram-positive cocci 
744 or 49.9% 
of the positive 
cultures 
Cultures containing Yeasts and fungi 37 57.0% of infections due 
no gram-negative to other organisms 
bacilli nor gram- Gram-positive 16 24.6% of infections due 
Positive cocci bacilli to other organisms 
Other organisms Gram-negative 9 13.4% of infections due 
65 or 4.4% of cocci to other organisms 
the positive Unclassified 3 5.0% of infections due 
cultures 
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cilli and would be expected to have associated 
signs and symptoms of minor bladder irrita- 
tion in most cases, although exceptions have 
been noted in which severe pyuria was associ- 
ated with urines containing gram-positive 
cocci alone. When this occurs the symptoms 
are usually not as severe as might be indicated 
by an equal amount of pus due to bacillary 
infection. Sixty-five or 4.6% of the cultures 
contained only organisms of low pathogenic- 
ity (for the urinary tract) which seem to come 
and go without significant symptomatology or 
pyuria. Our actual experience with the infec- 
tions in this series indicates that the gram- 
negative bacilli are much more pathogenic 
for the bladder than are the gram-positive 
cocci. Since it is a well-established fact that 
the gram-negative bacilli stimulate much less 
antigenic reaction than the gram-positive 
cocci do, it is a corollary that antigenic activ- 
ity is not an important quality of bacteria in- 
fecting the bladder. The severe lesions of the 
bladder, then, must be the product of some 
other bacterial component. 


The statistical incidence of types of bac- 
teria in the bladder is one of the important 
aspects related to this problem, but as Pap- 
penheimer? points out, we remain in almost 
complete ignorance regarding the primary 
biochemical activity of microorganisms which 
results in disease. 

We know more about some bacteria than 
others. Pope and Stevens* have isolated the 
crystalline toxin of the diphtheriae (not a 
bladder pathogen) which has been proved to 
interfere with the cytochrome metabolism of 
human muscle cell. The toxin of Sh. shiga 
has been identified, and advanced work on 
the Clostridia (tetani, botulinum, Welchit) 
indicates the interference with human cell 
metabolism which results from contact with 
this bacterial toxin. 


More detailed information has been ob- 
tained from studies of plant infections, how- 
ever, and a brief survey of one of these may 
not be out of place here, as it suggests much 
in the field of both human infections and 
chemotherapy of these infections. 


Of interest is the Ps. tobacci infection, 
causing wildfire disease of tobacco plant and 
other farm crops. The toxin is a small mole- 
cule and causes the lesions of the disease even 
in the absence of the microorganism which 
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produces it. This toxin has been proved to be 
a structural analogue of a recognized essential 
compound in the plant’s cells. The toxin has 
been chemically isolated and is shown to an- 
tagonize the action of its structurally related 
analogue which is methionine. The toxin, be- 
cause it is a structural analogue of the neces- 
sary vitamin, successfully competes with 
methionine for its place in the plant cell, thus 
substituting an unusable substance for an es- 
sential one and suspending cellular metab- 
olism of the host cell for the duration of its 
action. Thus, the toxin is an antimetabolite 
and exerts its toxic effect by creating a spe- 
cific deficiency disease. 

The toxins of other microorganisms also 
replace or neutralize compounds essential to 
the host. In wilting disease of tomato plants a 
similar deficiency is produced when the tox- 
in, lycomarasmin, antagonizes the growth fac- 
tor, strepogen. The toxins of human patho- 
gens may act in a similar manner, interfering 
with cellular metabolism by successful antago- 
nistic neutralization of such compounds 
which may be vitamins, enzymes or other 
essential metabolic systems of the human cell. 

This leads us strangely enough directly into 
the field of chemotherapy and antibiotics. 
With the advent of sulfanilamide and later 
with penicillin, it became apparent that cer- 
tain microorganisms depend on para-amino- 
benzoic acid as a primary growth constituent 
or as an obligate intermediate substance in 
their development, and further, that mam- 
mals have no apparent requirement for this 
substance. Finding that sulfanilamide success- 
fully competed with para-amino-benzoic acid 
for its place in the bacterial cell made it pos- 
sible to predict the appearance of the many 
new chemotherapeutic and antibiotic agents 
with which we are now familiar. 

Thus we find, in the final analysis, that 
bacterial disease sometimes depends entirely 
on specific cellular secretion by the infecting 
microorganism, acting even in the absence of 
the cell which secretes it, by interfering with 
the metabolism of the host cell. This inter- 
ference is accomplished by the production of 
a specific deficiency disease in the host cell. 
Similarly, bacterial cells themselves may be 
attacked by synthetic compounds or com- 
pounds from other organisms. The bacterial 
cell now becomes the host cell, the attack ac- 
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complishing its purpose of chemotherapy by 
the suspension of cellular metabolism (in the 
bacterium which is now the host cell) by the 
production of a specific chemical deficiency 
there. 

Thus, it is apparent that chemotherapeutic 
action is closely related to the same anti- 
metabolic processes which operate between 
the infecting organism and the host cell in 
disease, similar sets of metabolic patterns 
being involved. There is much to suggest that 
what is true of the cells mentioned above is 
true of other cells, and that much may be 
learned about cells by expanded studies on 
antigenicity, fermentative activity and mor- 
phology. Biochemical investigation of the 
secretory products of cells promises to add 
greatly to our knowledge of metabolic pat- 
terns. I predict that in the phases of biochem- 
ical investigation, in the study of cell prod- 
ucts, lie many of the scientific triumphs ot 
tomorrow. 


Summary 


Part 1. Urinary tracts may be divided into 
three types on a functional basis: (1) the nor- 
mal tract without obstruction; (2) the ques- 
tionably obstructed tract with questionable 
retention; and (3) the frankly obstructed 
tract with known retention. 

There is a higher incidence of infection in 
the obstructed tract, indicating that infection 
is not a product of bacteria alone. 


Part 2. The results of 400 positive bladder 
cultures indicate that the most pathogenic 
organism found in a bladder culture usually 
typifies that infection. 

Cultures containing gram-negative bacilli 
account for nearly 95% of bladder infections 
which are characterized by severe symptoms 
and pyuria of more than 30 WBC per Ipf. 
Gram-positive cocci cause irritating symp- 
toms, distressing in nervous individuals, but 
not usually otherwise serious. Infections due 
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to gram-negative bacilli not fermenting lac- 
tose are potentially more serious than infec- 
tions due to lactose fermenters. 


Part 3. Methods and materials and results 
of 2,000 bladder cultures are described. 

Seventy-five per cent of bladder cultures 
when done carefully are positive. Forty-six 
per cent contain gram-negative bacilli and are 
potentially dangerous. Fifty per cent contain 
gram-positive cocci and are likely to cause 
minor irritation and little pyuria. Urethral 
contamination is probably not over 10 per 
cent. 


Twenty-six per cent of the cultures con- 
taining gram-negative bacilli are organisms 
not fermenting lactose and 67% ferment lac- 
tose (coliforms). Eighty-one and two-tenths 
per cent of the gram-positive cocci are staphy- 
lococci and 18.7% are streptococci. Yeasts and 
fungi are the most prevalent of the organisms 
of low pathogenicity. 

Little is known of primary biochemical ac- 
tivity of organisms affecting the bladder, but 
antigenic activity seems not to be an impor- 
tant quality, and material is presented to sug- 
gest that a secretory product of the gram- 
negative bacilli might be the agent producing 
the bladder lesions. 

The production of a specific deficiency dis- 
ease in the cells of the bladder, due to suc- 
cessful competitive antagonism of the toxic 
bacterial product to material essential to the 
bladder cell, is suggested as a possibility in 
the absence of exact knowledge of the bac- 
terial action. Comparative material is pre- 
sented. The mechanics of chemotherapeutic 
action is reviewed and compared to the activ- 
ity of bacterial toxins on host cells. 
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Traumatic Hyphema’ 


J. HOWARD STOKES, M.D., Florence, S. C. 


The author classifies cases of hemorrhage in the anterior chamber on the 
basis of clinical findings and outlines their management. 


‘THE PRESENCE OF BLOOD in the anterior cham- 
ber of an eye following a blunt or nonpene- 
trating injury is a very serious condition. 
Even though there may be only a small 
amount of blood present on the initial ex- 
amination, the eye with hemorrhage in the 
anterior chamber has been severely injured. 
This is true notwithstanding the history in- 
cident to the injury, or to the alleged type of 
instrument which inflicted the injury. An al- 
most unnoticed primary bleeding at the time 
of the injury may be followed by a devasta- 
ting secondary hemorrhage. One of our pa- 
tients, who came to us because of an injury 
to his eye and forehead, refused hospitaliza- 
tion after the wound of the forehead was 
sutured. There was little blood in the an- 
terior chamber at this time. Twenty-four 
hours later, he was admitted to the hospital 
with massive secondary hemorrhage, followed 
by continuous bleeding and persistent glau- 
coma. Repeated operations brought the ten- 
sion down but the eye was finally lost be- 
cause of intractable pain and loss of vision. 

Traumatic hyphema is not an uncommon 
condition. Over a period of three and one- 
half years, 84 cases were admitted to the 
hospital service of our community general 
hospital (200 beds). This represented 7.3% 
of all the cases admitted to the Eye Service 
during that period. The condition is of more 
serious import than is generally accredited it. 
There is a lack of certainty as to the location 
of the bleeding point or points and there is 
much difference of opinion as to treatment. 


Source of Bleeding 


The sources of bleeding in traumatic 
hyphema may be the iris, the ciliary body, 
or the junction of the two. Duke-Elder? states 
“Gross tears and lacerations of the tissues of 
the anterior uvea are relatively common 


*Read before the Section on Ophthalmology and Otolaryn- 
gology, Southern Medical Association, Fifty-First Annual Meet- 
ing, Miami Beach, Fla., November 11-14, 1957. 


sequelae of severe contusions, but the occur- 
rence of smaller and less obvious dehiscences 
are much more common than is realized after 
comparatively slight injuries.” Kilgore,? in 
his experimental work, showed that damage 
to the ciliary body is always extensive (in 
severe injuries) and that separation of the 
ciliary body from the sclera always occurred 
(cyclodialysis). Therefore he suggests that the 
bleeding appearing two or three days after 
iridodialysis is probably a result of seepage 
from this impaired tissue. This has not been 
our experience with iridodialyses. 

As yet we have no definite manner of de- 
termining where the source of bleeding is in 
a given case except to surmise by clinical 
experience and until this problem is solved 
treatment will need to be dictated along clini- 
cal rather than pathologic lines. We have 
for instance found no constant relationship 
between the position of the iridodialysis and 
the bleeding point in the anterior chamber. 
This was observed at the time of operation 
for secondary glaucoma on 2 patients. In one 
instance there was bleeding from the site of 
the iridodialysis when the anterior chamber 
was washed free from blood, while in another 
patient it was observed that the bleeding 
came from a point directly opposite the irido- 
dialysis. As a matter of interest, it has been 
observed that the majority of iridodialyses 
occurred at a point opposite to the point of 
impact of the injury as determined by the 
corneal contusion. This suggests that the 
bleeding point may be directly beneath the 
site of injury or may be directly across from 
it, a contra-coup effect. Iridodialyses were 
found in only 8 cases, and these were all large 
and easily observed. No smaller ones were 
found even with the use of the goniolens. 

It is the purpose of this paper to present 
some of the observations and results obtained 
in 83 consecutive admissions to the hospital 
of patients with hemorrhages in the anterior 
chamber. 
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It is also the intent of this paper to present 
the results of work done in experimental ani- 
mals to determine: 


(1) The source or sources of bleeding into 
the anterior chamber when the globe was 
struck near the center of the cornea, and 
when it was struck near the limbus. 

(2) Position of tears in the iris and position 
of possible iridodialyses when above trauma 
was inflicted. 


(3) Differences in effect on tissues of the 
anterior uvea, especially as related to the area 
of bleeding into the anterior chamber, when 
various sized objects struck the globe at dif- 
ferent calculated speeds. 


Rabbits were used for this work and in- 
juries were inflicted with a measured spring 
mechanism similar to that in a _pin-ball 
machine. 

The results were uniformly poor. As a mat- 
ter of scientific interest, not a single hemor- 
rhage in an anterior chamber was produced 
in spite of the use of force great enough to 
drive the head of the rabbit backward for 6 
to 10 inches. Further work is contemplated on 
this subject. 


Division of Cases 


From a practical and clinical standpoint, 
cases of hyphema seem to fall into three 
groups. This arbitrary division is established 
by: 

1. Degree of pain in the eye. 

2. Amount of blood in the anterior 

chamber. 

3. Intraocular tension. 

4. Damage to other parts of the globe, 

determined by: 
(a) Iridodialysis. 
(b) Rupture of choroid. 
(c) Tears in retina. 
(d) Blood in vitreous. 

In the first group, pain is slight. There is 
a small crescent of blood in the anterior 
chamber, which is one-fourth to one-third 
full. The intraocular tension is normal or 
soft, and evidence of extensive damage to the 
eye is lacking. The history usually reveals that 
the inflicting force was not especially severe. 

Those in the second group have pain and 
at times this is very severe. The anterior 
chamber is one-third to three-fourths full of 
blood and the intraocular tension is elevated. 
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The cornea may be steamy although this is 
not usually present on the initial examina- 
tion. There is usually evidence of, and this 
is substantiated by the history of the accident, 
that an object struck the eye with great force. 
An iridodialysis may be present and as the 
blood in the anterior chamber clears, blood 
in the vitreous may be seen as well as evidence 
of choroidal or retinal damage. 

The patients in the third group, fortunately 
in the minority, have very severe pain when 
first seen, usually associated with nausea and 
vomiting. The anterior chamber is filled with 
blood, usually the black variety and the intra- 
ocular tension is markedly elevated. There 
is also evidence of associated extensive dam- 
age to the other structures of the globe. The 
history in these cases reveals that the injury 
to the eye was inflicted with a large object 
and with tremendous force. It would appear 
that damage to the globe is in direct propor- 
tion to the size and force (velocity) of the 
offending object. The BB shot which strikes 
the eye with the same force as a larger shot 
does not cause the same amount of damage. 


Treatment 


First Group. In this series of cases, 47 
cases, or 57%, fell into the first category. 
Treatment in these cases consisted of: 

(1) Hospital bed rest with administration 
of sedatives to all patients, young and old. 

(2) A monocular or binocular bandage, 
depending upon the individual's reaction to 
complete darkness, was employed. A binocular 
bandage is desirable. If there was evidence 
of extensive contusion to the cornea or con- 
junctiva, a bland anesthetic ointment was 
instilled once or twice a day. 

(3) Topical treatment was minimized as 
much as possible. Thirteen of the cases had 
miotics instilled in the injured eye, and in 
sev-~al topical solutions of one of the steroids 
we used. These are all of questionable value. 
In this group were the cases of partial hy- 
phema and this type of case probably always 
clears without complication and with normal 
vision insofar as the anterior chamber hemor- 
rhage is concerned. The average hospital stay 
was 3.7 days., However, only about 60% finally 
have 20/20 vision. Two had damage of the 
macula and one a choroidal tear. Five pa- 
tients developed traumatic cataracts. 
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Second Group. In the second category 
were the patients in whom: (1) pain was se- 
vere; (2) the anterior chamber was one-third 
to three-fourths full of blood; and (3) the 
tension elevated. 

There were 30 patients, 26 of whom were 
admitted to the hospital with secondary glau- 
coma, while only 4 had the first two condi- 
tions but developed glaucoma while in the 
hospital. The average stay was 7 days. These 
patients were all treated with miotics, miotics 
and acetazolamide or by operation. Surgical 
interference was necessary in 8 cases or 25%, 
consisting in 4 cases of paracenteses, often 
multiple, with injection of air into the an- 
terior chamber. Operation was considered nec- 
essary in these 4 cases when the tension re- 
mained elevated in spite of active antiglau- 
coma therapy, and when the patient com- 
plained of pain, nausea and vomiting. The 
cornea was always steamy but with close 
supervision was allowed to remain so for 12 
to 24 hours before surgical treatment was 
deemed necessary. Operation was done even 
though there was a moderate amount of vis- 
ible clear or bloody aqueous. It is difficult in 
some of these cases to determine whether sur- 
gical treatment is indicated and, if so, the 
most propitious time for it. Continued pain 
with elevated tension and a steamy cornea re- 
quire surgical intervention. However, it must 
be emphasized that many patients with all of 
the above signs and symptoms can be con- 
trolled by intensification of the antiglaucoma 
therapy. Furthermore, this may be done with- 
out fear of bloodstaining of the cornea. It is 
not to be interpreted that operation was un- 
duly delayed in these cases. Though paracen- 
tesis is hardly considered to be a major opera- 
tive procedure, it carries with it, in children, 
the problem of administration of general an- 
esthesia along with the understanding that 
there may be need for repeating the pro- 
cedure. 

When the tension remained markedly ele- 
vated, with a steamy cornea, and a large black 
blood clot was present in the anterior cham- 
ber, as occurred in 4 cases, a corneal section 
was made in the 12:00 position (4 to 6 mm. 
long), in clear cornea, with preplaced sutures. 
If the clot is not extruded, in, part by the 
eye, gentle but firm measures are instituted 
to remove it, in part or en masse. This is first 
done by gentle irrigation of the anterior 
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chamber with normal saline. If this fails, 
gentle massage of the cornea is done with the 
lips of the corneal incision spread open or, 
if this measure fails, finally a combination 
of the above with the judicious use of a 
smooth Kirby forceps to grasp and remove 
the clot is employed. When the anterior 
chamber is cleared of as much blood clot as 
seems feasible, the corneal wound is closed 
and air injected into the anterior chamber 
through a preplaced tract incision. Miotic 
therapy is continued immediately postoper- 
atively along with acetazolamide. The patient 
is kept very quiet until it becomes reasonably 
certain that danger of further bleeding is 
minimal. 


Secondary bleeding occurred in only 7 of 
these cases, and, from the history of the cases, 
4 of these developed it before the patient 
came to the hospital, as indicated by the 
history of time of injury and by presence of 
old and fresh blood in the anterior chamber. 
Secondary bleeding occurred in 3 cases while 
the patients were under observation—all were 
under miotic therapy for secondary glaucoma 
and one required operation for relief of the 
glaucoma. Only 25% of these patients had 
20/20 vision. Two eyes were lost visually, 5 
developed cataracts and 2 ended with vision 
of 20/200 or less. 

Third Group. Here there were 6 patients 
who came in with severe pain, marked eleva- 
tion of tension and with the anterior chamber 
filled with blood, usually a large black clot. 
In these 6 cases surgical treatment was re- 
quired with a hospital stay of an average of 
14 days. In 2 cases operation was needed on 
the day of admission, in 2 one day after ad- 
mission and in the other 2 cases 3 days after 
admission. In each instance a large corneal 
section was made and the clot removed in 
part or completely, as described in the pre- 
ceding paragraph. Two of these eyes were 
removed because of intractable pain and loss 
of vision. One eye did obtain 20/20 vision 
while the other 3 ended with vision of 20/200 
or less. It was evident on the initial exami- 
nation that these were severely damaged eyes 
and that retention of useful vision or of the 
globe was doubtful. 

Treatment in these cases must be radical. 
If the bleeding point can be seen it may be 
possible to suture it, as has been done by 
Tliff? at the Wilmer Institute in 2 cases. If 
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the major circle of the iris has been ruptured, 
diathermy over the suspected area may stop 
the bleeding. Most of these eyes are doomed 
for the pathologic laboratory, but perhaps 
more of them can be saved by judicious care. 


Conclusions 


(1) In this series of cases hemorrhage was 
caused by BB shot, rocks, fists and from ob- 
jects thrown by power mowers. 


(2) Cases of hyphema may be satisfactorily 
classified according to pain, the amount of 
bleeding and intraocular tension. 

(3) Miotics and acetazolamide may be used 


satisfactorily in cases of hyphema with a sec- 
ondary rise in tension. 


(4) There is evidence of greater damage 
to globe by a large missile with given force 
than by a small one with same force. 


(5) There was found only one instance with 
bloodstaining of the cornea and that was very 
mild. This suggests that bloodstaining occurs 
only after prolonged increased pressure. 
Breaks in the posterior layers of the cornea 
as a necessary factor did not appear to be 
an important consideration. 
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Discussion (Abstract) 


Dr. Braswell E. Collins, Macon, Ga. We should 
thank Dr. Stokes for such an excellent paper. It rep- 
resents much thought and research. Eighty-four cases 
constitute a large series and the incidence of 7.3% 
of ophthalmic surgical patients is impressive. This 
incidence of traumatic hyphema seems to be increasing 
with the popularity of power lawn mowers, outboard 
motors and “do-it-yourself” projects. The outlawing 
of BB guns is a proper step toward reducing this 
incidence. 

Complications of traumatic hyphema, such as glau- 
coma or staining of the cornea are so dreadful we 
need to know all we can to avoid them. Staining of 
the cornea is less frequent than glaucoma and when 
present is usually associated with an increased intra- 
ocular tension. 

I find nothing with which to disagree in what Dr. 
Stokes has expressed. The trend in therapy he men- 
tioned is generally the same that is found in the 
literature. He has reported his experiences and I 
would like to compare them with others and mine. 

All agree on the poar prognosis of a secondary 
hemorrhage which is more likely to occur on the 
second or third post-traumatic day. This secondary 
hemorrhage can be expected to be more than the 
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primary hemorrhage and its incidence increases with 
the severity of the injury. 

Nearly all authors recommend bed rest for a few 
days to extend beyond the second and third post- 
traumatic days. 

There is a difference of opinion whether the in- 
jured eye only or both eyes should be bandaged. I 
have found children and adults to cooperate and re- 
main quieter when both eyes are covered. Their temp- 
tations for activity are less and they are more im- 
pressed with the seriousness of the injury. If a child’s 
home is not too distant for me to visit daily, I usually 
permit the child to remain at home in bed with both 
eyes bandaged. He seems more relaxed in his own 
bed and his mother appreciates it too. 


In order to avoid the child dislodging his dressing 
and also the crying and dislike for pulling adhesive 
or scotch tape from the skin, I wrap the dressing 
entirely around the head and do not have tape in 
contact with the skin. 


Adult patients are usually willing to be hospitalized. 
Fortunately, most of them are insured and do not fear 
hospitalization costs. They are more concerned, even 
in the group where injury is slight, if sufficient blood 
cells are circulating in the anterior chamber to blur 
their vision, than they are a few hours later when the 
cells have gravitated and their vision clearer. 


Mydriatics are not prescribed as quickly as they 
were several years ago. The need for atropine or 
strong homatropine is admitted, however, if post- 
traumatic iritis is present or threatening. 


The opinion is unanimous with Dr. Stokes concern- 
ing the need for paracentesis if the entire anterior 
chamber is filled with secondary hemorrhage or the 
tension elevated. This paracentesis should be done 
immediately. A keratome incision in the avascular 
cornea temporally is recommended. This location is 
more accessible for reopening. 


Traumatic hyphema is not believed associated with 
blood clotting abnormalities. Most clinicians however, 
report using vitamin C or K on an empiric basis. 


So as Dr. Stokes has said, “Until more research is 
done, treatment must be dictated along clinical rather 
than pathological lines.” This clinical line is leading 
toward less local medication. Close observation is 
necessary, and if iritis threatens cycloplegics are em- 
ployed, if the tension rises miotics are used. 


A suggested procedure of therapy then would in- 
clude: (1) absolute bed rest with binocular dressing 
changed daily for four or five days; (2) vitamin C or 
K preparations; (3) mild sedatives if the patient is 
restless; (4) four per cent homatropine if a weak 
cycloplegic is desired, or atropine if a stronger drug 
is needed 4 or 5 days after the injury, and (5) para- 
centesis early and repeated if massive secondary hemor- 
rhage occurs. 


The rational of the air bubble injection as done 
by Dr. Stokes and others is to overcome the post- 
traumatic hypotony. Other recommended therapy is 
foreign protein such as typhoid H antigen intra- 
venously. A report on a series of 13 rabbits on which 
a mixture of streptokinase and streptodornase was 
injected systemically revealed no difference between 
the treated and untreated cases. 
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The Practical Clinical Application of 


the Treponema Pallidum 


Immobilization Test 


MAURICE R. VINIKOFF, M.D.,¢ El Paso, Tex. 


The use of treponemal antigens well may replace the nonspecific serologic tests for 
syphilis, which have been shown to give a certain percentage 


of false positive reactions. 


THE PROBLEM OF CONFLICTING REPORTS of sere- 
logic tests for syphilis has long plagued the 
practitioner and clinician. With the advent of 
the Treponema Pallidum Immobilization 
(TPI) test, it appeared that this might be the 
solution to the problem of the establishment 
or exclusion of a definite diagnosis of syphilis. 
Many patients have been observed over long 
periods of time and no treatment instituted 
because of the conservative attitude of the 
clinician. This was justified by the complete 
absence of any history or physical findings 
and negative epidemiologic studies of sexual 
and family contacts to support the question- 
able laboratory reports. 


Material 


At the Venereal Disease Clinic of the City- 
County Health Unit in El Paso, we had an 
appreciable number of patients who came 
into this category. All these patients gave no 
history of any lesions suggestive of syphilis 
nor of any antisyphilitic treatment. All his- 
tories were rechecked on three different occa- 
sions by three different interviewers. The 
majority of this group came to the attention 
of the clinic because of routine serologic tests 
or because they were referred from other 
clinics, hospitals or physicians. Complete 
physical examinations were made, including 
spinal fluid studies. The families were invest- 
igated to rule out the possibility of prenatal 
syphilis, as well as to establish the serologic 
result of the marital partner. Those in whom 
positive familial contacts were found or where 


+From the Venereal Disease Division, El Paso City-County 
Health Unit, El Paso, Tex. 


evidence of syphilis was obtained were ex- 
cluded from this study (5 cases). None of the 
patients studied gave any history of recent ill- 
ness or medical treatment. This series is com- 
prised primarily of the “chronic” doubtful 
type of reactor rather than the acute or tem- 
porary type who is usually a biologic false 
positive.! The acute type offers no great prob- 
lem. Most of the patients were studied for 
long periods of time; with the availability of 
TPI, those who presented themselves to the 
clinic with conflicting serologic reports dur- 
ing the period of this study were also in- 
cluded. 

The study was undertaken on December 13, 
1955, and terminated on October 25, 1957. 
During this period 83 patients were investi- 
gated (Table 1). The period of observation 
of individual patients ranged from 10 years 
and 20 days to 8 days, with an average of 3 
years and 2 months per patient (Table 2). 


Laboratory Facilities 


To double check on the laboratory, at the 
time blood was drawn for the TPI, one sero- 
logic study was made at our laboratory (City- 
County Health Unit), and another was made 
on the same sample at the central laboratory 
of the State Department of Health in Austin, 
Texas. 

Both precipitation and complement fixa- 
tion tests were done on all specimens. The 
routine examination at the local health de- 
partment was to have a Kline exclusion test 
(prior to 1956), and later a VDRL test (after 
January 1, 1956). Those sera giving a reactive 
result were then subjected to Kahn Quantita- 
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TABLE 1 


ANALYSIS OF INDIVIDUAL CASES 
WITH CONFLICTING NONTREPONEMAL SEROLOGIC REPORTS 
AND RESULTS OF TPI STUDIES 


Patient Serologic Tests Clinic Observation 
Number Reactive Weakly Reactive Nonreactive Visits os. 
15 18 
7 5 
12 10 
7 7 
6 5 
12 15 
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TABLE 1 (Continued) 


ANALYSIS OF INDIVIDUAL CASES 
WITH CONFLICTING NONTREPONEMAL SEROLOGIC REPORTS 
AND RESULTS OF TPI STUDIES 


Patient Serologic Tests 

Number Reactive Weakly Reactive Nonreactive 
68 4 1 3 
69 6 2 5 
70 4 2 1 
71 8 0 7 
72 3 2 1 
73 2 1 1 
74 4 0 2 
75 4 0 5 
76 8 0 4 
77 5 2 4 
78 6 1 4 
79 7 0 12 
80 6 1 1 
81 6 0 5 
82 9 0 4 
83 7 1 3 
Totals 662 87 448 


Clinic Observation TPI 
Visits rs. Reactive Nonreactive 
8 0 4 
5 3 2 
3 0 7 + 
7 2 9 
2 3 3 
2 0 1 + 
3 0 1 
3 4 0 + 
4 7 5 + 
6 9 9 + 
5 1 7 

12 a 0 + 
5 1 7 + 
6 3 6 + 
5 Q 4 + 
7 3 3 + 

498 262 11 55 28 


tive and Kolmer Quantitative tests. At the 
State Health Department, the VDRL, Kahn 
Quantitative and Kolmer Quantitative tests 
were done on all specimens. Prior to 1956, the 
Kolmer test was performed with a beef heart 
antigen, but after that the cardiolipin-lecithin 
antigen was substituted. A comparison of the 
reports of the two laboratories coincided in 
96%, of the tests. The TPI tests were done at 
the Venereal Disease Research Laboratories of 
the U. S. Public Health Service in Chamblee, 
Georgia. The efficacy and specificity of the 
TPI test has been established by Nelson and 
Mayer? and substantiated by subsequent in- 
vestigators.? Time alone will definitely estab- 
lish these conclusions. This test may be reac- 
tive in cases of syphilis after the fourth or 
fifth week, and remains so through life in un- 
treated cases or cases treated after several 
years duration.’? Treatment during the pri- 
mary or early secondary stage may yield non- 
reactive TPI tests. Treatment during the sec- 
ondary or early latent period may yield a re- 
active TPI which will remain so longer than 


the standard tests for syphilis, but may even- 
tually become nonreactive after a varying 
number of years.* 


Results 


The number of patients reacting to the TPI 
test were 55, or 66.3 per cent. The number of 
nonreactive patients were 28, or 33.7% (Table 
1). All of these reactive patients, having been 
examined and followed as previously de- 
scribed, were then reported as cases of syphilis 
and started on appropriate antisyphilitic ther- 
apy. Those who were nonreactive were in- 
formed of the results and no treatment was 
advised. It was then suggested to these pa- 
tients that they have consultation with an in- 
ternist, since it has been shown that patients 
exhibiting clinical biologic false positive reac- 
tions in many instances had other conditions 
contributing to such findings. Among the 
foremost of these is the group of so-called col- 
lagen diseases, as shown by Miller and his 
associates.® 


By this means a backlog of hitherto “prob- 


TABLE 2 


SUMMARY OF PATIENTS STUDIED WITH CONFLICTING STANDARD NONTREPONEMAL 
SEROLOGIC TESTS FOR SYPHILIS AND RESULTS OF TPI STUDIES 


Total Patients 


Average serologic tests for patient 
(Standard nontreponemal tests) 


Average visits per patient 
Average years of observation 
Percentage reactive to TPI 
Percentage nonreactive to TPI 


83 


14.42 
6 
3 yrs. 2 mos. 
66.3% 
33.7% 
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lem cases” were disposed of, utilizing a tech- 
nic with a proven scientific background. Pre- 
viously, in many instances, decisions concern- 
ing diagnosis or treatment were based solely 
on the conclusions the examiner was able to 
reach with his limited diagnostic armamen- 
tarium. Moore and Mohr! compared their 
clinical judgment with the results obtained 
by the TPI test. They reported that 15% of 
the patients clinically diagnosed as syphilitic 
were found to have “false positive” tests, 
while 16% of those clinically diagnosed as 
having “false positive” tests were found to 
have syphilis. 

Many of the problems which were present 
previously from the point of view of the pa- 
tient were now overcome. These included the 
mental strain and uncertainty of their status, 
which in itself was a major concern, the time 
involved in repeated physical examinations 
and laboratory tests, as well as the expense 
involved. Similarly, from the point of view of 
the clinic or practitioner, it provided an addi- 
tional diagnostic aid of high selectivity and 
specificity. In addition, from an economic 
point of view, it reduced the number of lab- 
oratory tests and the number of clinic visits, 
thus reducing markedly the cost per capita of 
the management of these cases. 

Whereas, in the past, as noted in table 2, 
the average length of observation was 3 years 
and 2 months, it is now reduced to a matter 
of a few weeks at most before a diagnosis can 
be established or excluded. 


Future Outlook 


At the present time many modifications of 
the TPI test, as well as new technics utilizing 
different principles, are being given extensive 
clinical investigation and evaluation. The 
foremost of these tests are the Treponema 
Pallidum Immune Adherence (TPIA),® the 
Treponema Pallidum Agglutination Test 
(TPA),78 Treponema Pallidum Methylene 
Blue Test (TPMB),° Treponema Pallidum 
Complement Fixation Test (TPCF),!° and 
the Reiter Protein Complement Fixation Test 
(RPCF).1! These tests are all based on trep- 
onemal antigens, using either live or dead 
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organisms, or fractions thereof. The correla- 
tion between these and the TPI test is ex- 
ceedingly close as to specificity, but may vary 
in sensitivity. An excellent review of these 
tests has been written in a single article by 
Garson.!* It is hoped that the further develop- 
ment of such treponemal antigen tests will 
lead to a simple and inexpensive technic 
which will be made available for general use 
and in time replace the common nontrepone- 
mal test now in use. 


Conclusions 


1. The problem of “chronic” conflicting re- 
actors to serologic tests for syphilis and its 
probable solution by the use of the TPI test 
is presented. 


2. Of the 83 doubtful reactors with no clin- 
ical or epidemiologic evidence of syphilis, 55 
or 66.3% were found to be reactive to the 
TPI test, and 28 or 33.7% were found to be 
nonreactive. 


3. The development of inexpensive and 
simple serologic tests for syphilis utilizing 
treponemal antigens is advocated to replace 
the relatively nonspecific reagin tests now in 
use. 
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ARE THERE SPECIAL MEDICAL 
PROBLEMS IN THE AGED? 


There is at this time a special phenomenon 
in our population growth. More people are 
living longer. The average length of life in 
the United States in 1900 was 47.3 years. By 
1924 it was 59.7 years and in 1952 it was 68.6 
years. It has since passed the seventy year 
mark, the “three score and ten” promised in 
the Old Testament. This has been associated 
with a shift in the proportion of age groups 
in the population. In 1900, 12.1% of the pop- 
ulation was under 5 years of age and 4.1% 
over 65. By 1940 the proportions were 8% 
under 5 and 6.8% over 65. It is predicted 
that by 1980 the under 5 group will make up 
a little more than 6% of the population while 
the over 65’s will make up 14.4 per cent. That 
this shift in the age groups, at the same time 
that our population is expanding if not ex- 
ploding, is of concern to physicians seems 
obvious. 


We have ample evidence that the aged suf- 
fer diseases in a different fashion than the 
younger groups, although the diseases them- 
selves are not much different. Using Canby 
Robinson’s theorem of Individual + Disease 
= Illness, the Illnesses of the aged are differ- 
ent from the Illnesses of the young because 
the older individual is different from the 
younger. In many instances, the older person 
has accumulated a galaxy of disabilities and 
ailments, many of which are chronic and non- 
fatal. These chronic diseases, some 17 times 
more frequent in the age group past 65 than 
in the group under 45, have not posed the 
life-death problem of some of our more acute 
problems, such as infections, and have been 
relatively neglected in our research labora- 
tories and institutes. While not lethal in the 
same sense as an acute pneumonia, the 
chronic diseases of the aged disturb their com- 
fort and make less pleasant their years of re- 
tirement, many times preventing their profit- 
able employment when not actually consign- 
ing them to custodial care or to the hospital 
bed. 


The older individual as well reacts to dis- 
ease in a fashion different from the younger. 


In the old, fever, leukocytosis and pain seem 
less conspicuous than in the young person, 
although one sometimes feels that the pain 
element, disturbing or disabling in the 
younger, may be lost in the aches and mis- 
eries which are the daily lot of many of our 
elders. Again, it may be that pain, being no 
stranger, is less appreciated by the elder one. 

The frequency of chronic disease, the pres- 
ence of multiple diseases, and the altered and 
dampened-down responsiveness of the older 
individual justify the belief that there are 
special problems in the illnesses of the elderly. 
It may be that we in the medical profession 
do not appreciate this properly. It seems clear 
that the mortality in the aged has been less 
affected by the advances in medicine than in 
any other age group. 

The most precipitous drop in mortality 
rates from 1900 to 1950 is shown in the under 
5 age group while nearly as striking is the 
decreased mortality in the 5 to 14, 15 to 24 
and 25 to 44 groups. The 45 to 64 age group 
showed a slight to moderate decrease in mor- 
tality. The age group over 65 shows no signif- 
icant change, a very slight one at best. It is in 
this group that medicine needs to attack the 
problems of disease, in prevention, in therapy 
and in research. 


J. F. A. McManus, M.D. 


THE ETIOLOGIC DIAGNOSIS OF 
AORTIC INSUFFICIENCY 


Aortic valvular disease with accompanying 
insufficiency has for many years been thought 
of, in the main, as a manifestation of syphilis 
or as a complication of rheumatic fever. 


The evidence of a murmur of aortic in- 
competency found in the fifth decade of life, 
or some decades after a syphilitic infection, 
has generally been accepted as evidence of 
syphilitic aortitis. Especially has this been 
true if it was evident that the valvular in- 
competency was of major degree as shown by 
the peripheral signs of free regurgitation. The 
syphilitic lesion of the adventitia and media 
permitting dilatation of the aortic ring, 
and/or the involvement of the commissures 
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of the cusps resulting in thickening and sag- 
ging of the valves, makes a characteristic pic- 
ture. 


Second to syphilis as a cause of aortic in- 
competency stands rheumatic fever because of 
its incidence. Though the inflammatory proc- 
ess so predominant in the mitral valve does 
occur in the aortic valve, it is relatively in- 
frequent as an accompaniment of mitral val- 
vular disease and very uncommon as isolated 
to the aortic valves. But it does occur, mani- 
fest in a residual sclerosing scar with retrac- 
tion, thereby accounting for the typical mur- 
mur of aortic insufficiency. 


These two lesions have been the first to 
be considered by the clinician as he encoun- 
tered the murmur of aortic insufficiency, with 
or without the peripheral signs of free regur- 
gitation. 

He knew of rare examples of aortic insuf- 
ficiency under other special circumstances. In 
the presence of septicemia, a common com- 
plication of bacterial diseases before the days 
of antimicrobial agents, he found occasional 
involvement of the valves as well as of the 
endocardium by bacterial endocarditis. Such 
a fatal complication permitted, because of 
valvular vegetations or ulcerations (at times 
with perforation), valvular insufficiency, but 
was not troublesome in diagnosis for it was 
recognized as to its significance, and the cer- 
tain outcome in death made diagnosis unim- 
portant. Subacute bacterial endocarditis of- 
fered an occasional similar situation. Since 
the introduction of penicillin as treatment, 
the rare involvement of the aortic valve in 
subacute bacterial endocarditis has shown a 
persistent murmur, sign of the scarred healed 
valve. 

The clinician also is aware of the aortic 
insufficiency that gives proof of the derange- 
ment of the elastic fibers in the media and 
adventitia characteristic of Marfan’s disease 
and so recognizes the lesion on this basis. 

Few clinicians have the opportunity to diag- 
nose a ruptured aortic cusp, usually ushered 
in by a history that cannot be missed. 

The physician prefers to avoid a diagnosis 
of aortic insufficiency as the result of arterio- 
sclerotic changes at the base of the aorta, 
recognizing that even at the autopsy table it 
may be impossible to say that syphilis had or 
had not been a precursor to the pathologic 
lesion apparently of arteriosclerotic origin. 
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In recent years new forms of aortic insuf- 
ficiency have been described to baffle the 
clinician. With an increasing incidence of the 
“collagen diseases,” the valvular lesions which 
are a part of verrucous endocarditis are of 
interest. 


Schilder, Harvey and Hufnagel! described, 
in 1956, aortic insufficiency accompanying 
the Marie-Striimpell type of rheumatoid 
spondylitis. Shortly thereafter Clark, Kulka 
and Bauer? reported their findings in 22 men 
having the same set of clinical findings. These 
were observed over a 20 year period. In 9 
cases the regurgitation was present at the first 
examination; in 13 the lesion developed while 
under observation for arthritis. The average 
age of onset of arthritis was 26 and at onset 
of heart disease 37 years. Of the 22, 16 died 
at an average age of 45 years. Spondylitis with 
sacro-iliac disease was present in 91%, clear 
evidence of the Marie-Striimpell arthropathy. 
These authors describe aortic lesions reminis- 
cent of syphilitic ons, with stretched aortic 
cusps, fibrosis, thickening, retraction and roll- 
ing of the edges and widened commissures. 
Microscopically there was demonstrated active 
aortitis with involvement of the vasa vasorum. 
What manner of pathologic process this is, 
is not clear, but probably it is one of collagen 
as part of the arthritic picture. After all, it 
has long been recognized that pericardial, 
myocardial and valvular changes accompany 
rheumatoid arthritis in a greater incidence 
than in the population at large. The signifi- 
cance of this must not be lost. However, the 
relationship of aortitis to spondylitis is ar- 
resting. To the authors’ satisfaction, there 
was evidence neither for syphilis nor rheu- 
matic fever. (Hollister and Engleman* ques- 
tion the specificity of valvular disease as re- 
lated to spondylitis and believe that post 
rheumatic infection accounts for these in- 
stances.) 

Now comes a report by McGuire, Scott and 
Gall* on 5 instances of aortic insufficiency, 


1. Schilder, D. P., Harvey, 
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J. Med. 22:280, 1957. 
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3 occurring in women aged 20 to 37 years, 
and 2 in males ages 33 and 15 years. (All 
came to the autopsy table.) Here is a group 
essentially of young persons, 3 being women 
and one a 15 year old boy, and none having 
spondylitis nor evidence of rheumatic disease 
or syphilis. It appears that the course of dis- 
ease was fulminant. Pathologically the lesions 
partook of the characteristics of syphilitic 
aortitis, though in some respects were also 
reminiscent of the aortitis described in 
rheumatoid arthritis. Surely the age of onset, 
and the absence of either clinical, serologic 
or other objective evidence of syphilis all 
argue strongly against syphilis. The authors 
are at a loss to account for this lesion, for- 
tunately documented at necropsy. 

The pathologic findings as described in 
these 5 patients are not those of rheumatic 
disease. Further, the sex and age incidence, 
and clinical course of rapid progression are 
contrary to the natural history of syphilitic 
disease.» Only rapidly progressing valvular 
incompetency shows such a fulminant clinical 
picture. This is encountered in syphilis only 


5. Kampmeier, R. H., and Combs, S. R.: The Prognosis in 
Syphilitic Aortic Insufficiency, Am. J. Syph. 24:578, 1940. 
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as the result of a Herxheimer reaction, an 
intense reaction at the site of inflammation 
lighted up by antisyphilitic treatment and 
followed by a scarring deformity of valvular 
commissures. Rapid progress to failure also 
follows rupture of an aortic leaflet, permit- 
ting the sudden establishment of regurgita- 
tion. One wonders if these 5 cases reported 
by McGuire, Scott and Gall may not be ex- 
amples of a connective tissue reaction akin 
to the diffuse arteritis of the ‘collagen dis- 
eases.” The youth and the number of women 
argue for this. May this not be the acute pic- 
ture of what has been demonstrated to occur 
as a more chronic process in rheumatoid ar- 
thritis and Marie-Striimpell spondylitis? Why 
have such instances not been described be- 
fore? Surely it appears that the connective 
tissue diseases are on the increase. As syphilitic 
aortitis declines in frequency, the more “atypi- 
cal” instances of suspected “specific” aortitis 
will assume a greater incidence and will stand 
out to be counted as against the day when 
they were routinely included in the syphilitic 
category. We may expect to see more of these. 


The etiologic diagnosis of aortic insuf- 
ficiency is not as simple as it used to be. 


Fetal Endomyocarditis* 


“In the hearts of a number of infants who showed 
evidences of congenital heart disease at postmortem 
examination, we have found areas of fibrosis, cellular 
infiltration and calcium deposition. These changes, 
we believe, represent the end results of inflammatory 
processes which, in view of the age of the patients, 
must have occurred during intrauterine life. Such 
findings have led us to present the following series 
of cases with a general discussion of the subject. 


“Classifications of congenital heart disease usually 
list the various anomalies under two general head- 
ings: (1) those due to primary defective or arrested 
development, and (2) those due to infection trans- 
mitted to the fetus from the mother... . 


“Several factors have been considered as_possibili- 
ties in the first group. .. . 

“The second group is made up of those instances 
in which the congenital anomaly is thought to be 
due to an infectious process involving the heart at 


*Farber, Sidney, and Hubbard, John: Fetal Endomyocarditis: 
Intrauterine Infection as the Cause of Congenital Cardiac An- 
omalies, Am. J. M. Sc. 186:705, 1933. 


some time after the third fetal month when the 
heart is believed to have assumed its adult form. In 
these cases the septa are free from defects, the essen- 
tial relationships of the chambers and great vessels 
are normal and the chief abnormalities consist of 
stenosis or atresia of the valves. It is this latter group 
of cases which is generally referred to under the 
heading of ‘Fetal Endocarditis.’ It is now generally 
accepted that myocardial changes are also of im- 
portance. .. . 


“Discussion. We have collected from the literature 
10 cases to which we have added 4 of our own, making 
a total of 14, in all of which there is evidence indi- 
cating that the cardiac changes can best be explained 
on the basis of an infectious process originating in 
intrauterine life. We have included in this series 
only those cases occurring in earliest infancy in which 
the gross pathologic findings have been supported by 
microscopic studies of sufficient adequacy to make 
them convincing. . . . 

“In the present group one mother was entirely 
normal throughout the term of her pregnancy as 
far as we could learn. Another was a known cardiac 
patient but suffered no acute infection during her 
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pregnancy. The mother of one contracted a mild 
upper respiratory infection of sufficient severity to 
confine her to bed 2 weeks before term. Another was 
ill with what was called “flu” 2 months before term. 
In only 2 of our group therefore was there any defi- 
nite acute illness in the mother during pregnancy. 
These, together with 2 from the literature make a 
total of 4 in which there was a history of bronchitis, 
“influenza,” or upper respiratory infection. 


“In regard to symptomatology, the most frequent 
finding throughout the series is cyanosis. Dyspnea and 
peripheral edema and other evidence of cardiac dam- 
age were found less frequently. Death often occurred 
unexpectedly. 

“Physical signs on examination of the heart which 
might indicate cardiac disease were not found in any 
of the instances in the literature. In our own group 
a murmur was heard in only 2 and only once was 
the heart enlarged to percussion. In the other 2 cases 
the hearts were clinically recorded as normal. 


“In regard to the pathologic features it is of im- 
portance here to emphasize only the findings indi- 
cating that in these cases the cardiac abnormalities 
represent the end results of old inflammatory proc- 
esses. Of these findings, the most important are: (1) 
the gross distortion of the valves and the thickening 
of the endocardial surfaces, and (2) the microscopic 
evidence of previous infection, such as fibrosis and 
calcification. 
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“Of the nature of the infection in this series of 
patients or its mode of transmission we know little. 
In a few instances in this series, the mother contracted 
an “influenza” type of infection in the 7th or 8th 
month of pregnancy. It has been claimed that this 
was responsible for the cardiac changes in the in- 
fant. However, we know too little of the nature of 
such infections to be able to consider such a view 
as more than a stimulating suggestion. 

“It would appear profitable, as soon as a diagnosis 
of congenital heart disease is suspected, to make a 
careful review of the health of the mother during 
pregnancy, with particular emphasis on the nature, 
severity and time of occurrence of any acute infec- 
tion. By this means information can be collected 
which may lead to an understanding of one of the 
causes of permanent and irreparable cardiac damage 
in the newborn. 

“Summary. 1. Fetal endomyocarditis as one of the 
causes of congenital heart disease is discussed. 

2. A summary is given of 10 cases collected from 
the literature and 4 of our own, all free from evi- 
dences of congenital syphilis. 

3. In each of the total series of 14 there is gross 
and microscopic evidence pointing to old infection. 
In view of the early death of each infant the in- 
fectious process must have occurred during intrau- 
terine life. The nature of the infection is uncertain.” 


ALABAMA 


Dr. Paul Nickerson, Sylacauga, Chairman of the 
State Rural Health Council, has announced the fol- 
lowing chairmen of their respective county councils: 
Dr. Fred S. Whitfield, Marengo; Dr. John Foster, 
Baldwin; Dr. W. A. Edwards, Elmore; Dr. Paul Nick- 
erson, Talladega; Dr. W. C. Browne, Shelby; Dr. J. 
Paul Jones, Wilcox; Dr. E. Julian Hodges, Jackson; 
Dr. Dale Brown, Fayette; and Dr. Kendall Eppes, 
Barbour. 


The Medical Association of the State of Alabama 
has announced the following appointments. Dr. James 
H. Meigs, Anniston, has been appointed to fill the 
unexpired term of Dr. D. E. Owensby on the Com. 
mittee on Finance. Dr. Elmer L. Caveny, Birming- 
ham, has been appointed to fill the unexpired term 
of Dr. T. D. Rivers, deceased, on the Committee on 
Mental Hygiene. The new subcommittee on_ press 
relations of the Committee on Public Relations in- 
cludes Dr. J. D. Bush, Jr., Gadsden; Dr. L. D. Me 
Laughlin, Ozark; and Dr. John Chenault, Decatur. 


Two scientists from the University of Alabama 
Medical Center attended the Fourth International 
Congress of Biochemistry recently held in Vienna, 
Austria. Dr. Charles D. Kochakian, Professor of Physi- 
ology, and Dr. Ward Pigman, Associate Professor of 
Biochemistry and Codirector of the Arthritis and 
Rheumatism Research Laboratory, described to the 
Congress the results of the work done at the Medical 
Center by them and their associates. Both scientists 
will also visit other research centers in Switzerland, 
Italy and Germany and will lecture at a number of 
institutions. 


Dr. J. F. A. McManus, Birmingham, recently rep- 
resented the pathology study section at a conference 
on status of staphylococcus research in Washington, 
D. C. 

Dr. Champ Lyons, Professor and Chairman of the 
Department of Surgery, University of Alabama Medi- 
cal Center, has returned from a month in Japan where 
he served as Civilian Consultant in Surgery to the 
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Vol. I. 174 pages. Springfield, Ill.: Charles C. Thomas, Pub- 
lisher, 1958. Price $7.50. 


Personal, Impersonal, and Interpersonal Relations. A Guide 
for Nurses. By Genevieve Burton, R.N., Lecturer, School of 
Nursing, University of Pennsylvania. 221 pages. New York: 
Springer Publishing Company, Inc., 1958. Price $2.75. 


Gestation. Transactions of the Fourth Conference, March 1957. 
Edited by Claude Avilee, Ph.D., Associate Professor of Biologi- 
cal Chemistry, Harvard Medical School, Boston. 201 pages. 
New York: Josiah Macy, Jr. Foundation, 1948. Price $4.50. 


Essentials of Gynecology. By E. Stewart Taylor, Professor 
and Head of the Department of Obstetrics and Gynecology, 
University of Colorado School of Medicine. 343 illustrations, 
91 pages. Philadelphia: Lea & Febiger, 1958. Price $12.00. 


Modern Clinical Psychiatry. By Arthur P. Noyes, M.D., 
Superintendent, Norristown State Hospital, Pennsylvania; and 
Lawrence C. Kolb, M.D., Professor and Executive Officer, 
Department of Psychiatry, ‘College of Physicians and Surgeons, 
Columbia University. 678 pages. Fifth edition. Philadelphia: 
W. B. Saunders Company, 1958. Price $8.00. 


Orthopedic Diseases. Physiology-Pathology-Radiology. By Er- 
nest Aegerter, M.D., Professor and Director of the Depart- 
ment of Pathology, Temple University School of Medicine 
and Professor of Orthopedic Pathology, University of Penn- 
sylvania Graduate School of Medicine; and John A. Kirk- 
patrick, Jr., M.D., Assistant Professor of Radiology, Temple 
University Medical Center. 588 pages. Philadelphia: W. B. 
Saunders Company, 1958. Price $12.50. 
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Clinical Electrocardiography 


By Manuel Gardberg, M.D., Clinical Associate Pro- 
fessor of Medicine, Louisiana State University School 
of Medicine. 307 pages. New York: Paul B. Hoeber, 
Inc., 1957. Price $12.75. 

There are many volumes on clinical electrocardi- 
ography which have been published during the past 
five years. This book differs from the conventional 
textbook because of a high level of writing and thor- 
oughness with which the subject is covered. The 
graphs are well illustrated and the text material is 
clearly defined. 

The changes which occur in normal hearts, as well 
as in almost any kind of cardiac lesions, are dealt with 
in terms of lead complexes, frontal plane loops, theo- 
retical spatial loops, and mean vectors. Extensive con- 
sideration is given to coronary disease. 

The chapters on the electrocardiographic effects of 
drugs, electrolyte changes, and metabolic disturbances 
are useful additions to the text. The section dealing 
with disturbances of the cardiac mechanism by Dr. 
Richard Ashman is an authoritative presentation. 


To those seeking a reference in electrocardiography 
and vectorcardiography this volume is one of the best. 


Practical Electrocardiography 


By Henry J. L. Marriott, M.D., Associate Professor 
of Medicine, University of Maryland. Second edition, 
illustrated, 214 pages. Baltimore: The Williams & 
Wilkins Company, 1957. Price $5.00. 


In reviewing this book on electrocardiography, I 
should like to emphasize a paragraph in the preface 
of the second edition. Simplicity is the main theme. 
This text is designed and written for beginners. It also 
serves as a refresher course in a practical way for the 
more experienced electrocardiographer. 


The first five chapters deal with the necessary 
fundamental processes of depolarization and repolari- 
zation of the normal heart. The two following chap- 
ters give a clear concise explanation of “systolic and 
diastolic overloading.” Intraventricular block including 
the Wolff-Parkinson-White-Syndrome is then discussed 
in a simple, understandable fashion. The presentation 
of cardiac arrhythmias begins with Chapter VIII and 
ends with Chapter X. The following chapter considers 
atrial and ventricular block. Chapters XII and XIII 
deal with a practical and understandable explanation 
of myocardial infarction and coronary insufficiency. 
The author devotes the final chapter to miscellaneous 
conditions, some of which are extra-cardiac in which 
the electrocardiogram if most helpful in establishing 
the diagnosis. 

This book is easily readable with excellently timed 
illustrations. The “quiz” or review tracings at the end 
of the last six chapters are excellent in that they hold 
the interest of the reader and emphasize the subject 
material previously presented. I recommend this book, 
particularly to fourth year medical students and in- 


terns. This book is a good source of lecture material 
for the beginner, and the title could be “Simplified 
Electrocardiography.” 


Physical Examination in Health and Disease 


By Rudolph H. Kampmeier, M.D., Professor of 

Medicine, Vanderbilt University School of Medicine. 

726 pages. Second edition, illustrated. Philadelphia: 

F. A. Davis Company, 1957. Price $9.50. 

In this second edition, the author has made numer- 
ous additions but has maintained the original format 
which has received widespread commendation. The 
general survey of the body as well as each region of 
the body is described in two consecutive chapters. 
The first chapter deals with the findings in health, 
including the variations of the normal. The succeed- 
ing chapter of each region describes the abnormal. 
This unique separation makes for clarity of outline 
and further enhances the value of this textbook to 
the teacher and student of physical diagnosis. At- 
tempts are made to explain the abnormal findings 
and, where it is necessary, the normal findings, 
from an anatomic or physiologic or pathologic point 
of view. 

The book is richly illustrated with charts, photo- 
graphs, x-ray pictures, pathologic sections and electro- 
cardiograms, which are well chosen. In preference to 
far-advanced examples of malignancy, the author has 
wisely chosen illustrations of early or minimal lesions 
in an effort to alert the student toward the recogni- 
tion of these conditions. 


The author has included innumerable helpful tech- 
nics, often described in a personal manner in the 
arts of both history taking and physical diagnosis, 
which he has derived from years of experience. This 
book is highly recommended to every undergraduate 
or graduate student of physical diagnosis and it is 
perhaps the best of several good books in this field. 


Parapsychology. Frontier Science of the Mind 


By J. B. Rhine and J. G. Pratt, Parapsychology 
Laboratory, Duke University. 212 pages. Springfield, 
Ill.: Charles C. Thomas, Publisher, 1957. Price $4.75. 
Happenings occur in the lives of all of us which do 
not permit of easy explanation. With some few, either 
the extraordinary frequency or the dramatic nature 
of such happenings pique the curiosity. In the belief 
that curiosity is best served by being systematically 
followed, this book on the methodology of parapsy- 
chology is introduced to the reader. The authors are 
two of the foremost American investigators of para- 
psychologic phenomena who have here set forth in 
scholarly fashion their methods and statistical proce- 
dures for studying clairvoyance, telepathy, precogni- 
tion, and psychokinesis. These methods are devoid of 
the sensational; rather, they are the methods of sci- 
ence, adapted to the subject matter under study. 
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Symposium on Diseases and Surgery of the Lens 


Edited by George M. Haik, M.D., Professor of Oph- 

thalmology and Head of the Department, Louisiana 

State University School of Medicine. 238 pages. 

St. Louis: The C. V. Mosby Company, 1957. Price 

$10.50. 

This is a publication of the symposium held in 
New Orleans in 1956. The ophthalmic surgeons who 
attended this meeting returned with many pearls of 
wisdom for their fellow practitioners. It was hoped 
at the time that this material would appear in print. 

The presentation included a discussion of the types 
of cataracts appearing in childhood and adult life. 
The more recent concepts of therapy were explained. 
For example, in congenital cataracts of certain types 
there is evidence that linear extraction is superior to 
the discission or needling operation in the final result 
obtained. In the prevention of complications in adult 
cataract extraction the normal process of wound heal- 
ing was described. It was pointed out that at least 
six months are necessary to attain the maximum 
strength after corneal wounds. This is due to the 
fact that the dome-like corneoscleral incision heals 
from without inward. This fact should be stressed to 
the patient. 


Many beautiful photographs and drawings add 
greatly to the understanding of this printed matter. 


The question and answer section which concludes 
the book provides an interesting cross section of 
problems arising in the average ophthalmic surgeons 
practice. 


Calderwood’s Orthopedic Nursing 


Revised by Carroll B. Larson, M.D., Professor of 
Orthopedic Surgery and Chairman of Department, 
State University of Iowa; and Marjorie Gould, R.N., 

M5S., Supervisor of Orthopedic Nursing, State Uni- 

versity of Iowa. Fourth edition, 679 pages with 307 

illustrations. St. Louis: The C. V. Mosby Company, 

1957. Price $5.75. 

Calderwood’s Orthopedic Nursing, for many years a 
highly valued text and reference for nurses, has had 
the good fortune of being revised by Marjorie Gould, 
a former student and co-worker of Carmelita Calder- 
wood, and Dr. Carroll B. Larson, both of the same 
University and schools in which the original authors 
were teachers and workers. 


In the two revisions by these authors they have re- 
tained the excellent technical aspects of orthopedic 
nursing so ably presented by Miss Calderwood, as well 
as her rich contribution to the comprehensive nursing 
care of these patients which reveals her deep under- 
standing of their emotional as well as their physical 
needs. 


In this edition the revision of some sections, with 
rearrangement of material and the addition of new 
content, amplifies previous editions and brings the 
text up to date in regard to the many aspects of ortho- 
pedic nursing. Especially welcome are the sections on 
cerebral palsy, metabolic bone disorders, and on re- 
habilitation with its excellent discussion on team work. 
Suggestions for the home care and follow-up of the 
patient have been included in sections dealing with 
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various types of orthopedic conditions. An excellent 
example will be found in the section on care of the 
patient in a cast. These suggestions will be invaluable 
to nurses who give care to the patient in the hospital 
and/or in the home. The illustrations which are num- 
erous are pertinent and clarify the content. They pre- 
sent many types of apparatus and equipment designed 
to promote and facilitate good care for patients hav- 
ing orthopedic conditions. The questions for study and 
references for each unit should be very helpful to 
instructors and to students. 


It is to be hoped that the title of this book will not 
limit its use principally to those engaged in orthopedic 
nursing as it has a wealth of material on basic nursing 
care, especially in regard to the prevention of ortho- 
pedic disabilities which could occur in any or all areas 
of nursing. 


Subphrenic Abscess 


By H. R. S. Harley, MS., F.R.CS., Consultant 
Thoracic Surgeon to the United Cardiff Hospitals 
and to the Welsh Regional Hospital Board. Ameri- 
can Lecture Series. 216 pages. Springfield, IIl.: 
Charles C. Thomas, Publisher, 1956. Price $7.00. 


This book is a comprehensive monograph on the 
subject of Subphrenic Abscess. The author bases his 
statements and conclusions on the records of 188 pa- 
tients with subphrenic abscess treated in Voluntary 
Teaching Hospitals and special Chest Hospitals near 
London. The anatomy of the subphrenic region is dis- 
cussed and illustrated diagrammatically in great de- 
tail. The predisposing disease or conditions are enum- 
erated and discussed. The modes of spread of the in- 
fection to the subphrenic space are discussed in detail. 

Intrathoracic suppuration complicating subphrenic 
abscess with the mechanism of the spread of infection 
across the diaphragm is discussed fully. The high pro- 
portion of intrathoracic complications being indicative 
of a delay in diagnosis of the subphrenic infection. 

The symptoms and signs of subphrenic abscess are 
presented, with emphasis on pain as a common and 
important diagnostic symptom. 

The technic of surgical drainage recommended is 
the posterior extraserous approach first advocated by 
Nather and Ochsner. The anterior midline or para- 
median extraserous approach may be used successfully 
for anteriorly located abscesses. Drainage must be ade- 
quate. The author reports on an over-all mortality 
rate of 39.9 per cent. The author stresses the im- 
portance of adequate drainage and concludes that with 
early and adequate drainage the mortality rate should 
not exceed 10 per cent. 


Anatomies of Pain 


By K. D. Keele, M.D., F.R.C.P., Ashford Hospital 
and Staines Hospital. 197 pages. Springfield, IIL: 
Charles C. Thomas, Publisher, 1957. Price $5.50. 
The book has a title that may lead some to read it 
under a false impression. It is a very good account 
of the development of man’s knowledge of his own 
nervous system with pain as the stimulus for its study. 
Nor does the author as historian confine himself to 
the nervous mechanisms. There is much about Har- 
vey’s work on the circulation, and a range through the 
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philosophies of Plato, Descartes and others appropriate 
to the search for a sensorium commune. Pinel and 
Bell, Magendie, Brown-Sequard, Gowers and Cajal 
crowd the pages along with the very recent contem- 


porary anatomists and electrophysiologists searching ~ 


for the paths of pain. 


It appears that the author is as much interested in 
the history of pain as a sensation, therefore as a psy- 
chologic phenomenon as he is in its handling by the 
nervous system. 


The problem of consciousness inevitably gets atten- 
tion as pain is primarily a subjective experience. The 
author's range of interest is wide and this is therefore 
a provocative account more than an exhaustive one. 
It is pleasant reading, but also accurate scientific re- 
porting. There are several illustrations of the anatomy 
of pain as the stages in its study were reached by the 
ancients and moderns. Though written with a bias to- 
ward the psychologic and subjective aspects of pain 
and a mild lack of reverence for the laws of the neu- 
ron, this is a delightful book to read appropriately 
ending with Harvey’s appeal for respect for our pre- 
decessors. 


The Clinical Psychologist 


By William A. Hunt, Ph.D., Professor of Psychology 

and Chairman of the Department, Northwestern 

University. 206 pages. Springfield, Ill.: Charles C. 

Thomas, Publisher, 1956. Price $5.50. 

Psychology is an expanding and maturing scientific 
discipline. Some of its members are devoting most of 
their time to the application of their knowledge and 
skills direclty to the problems of human living. These 
members function professionally under the designation 
“clinical psychologist.” Outside the universities and 
research centers, it is with this member of the disci- 
pline that the physician most often has occasion to 
work. 


The author has long been a spokesman for this sub- 
specialty of psychology, and it was perhaps because of 
this role that he was invited to deliver the Thomas 
William Salmon Lectures (New York Academy of 
Medicine) for 1954. Those three lectures serve as the 
three chapters for this book. In the first chapter, the 
author sets forth a description of the clinical psychol- 
ogist—what he does and the nature of his education. 
In the second chapter, there is traced the historical 
development of this subspecialty. And in the third 
chapter, there is a timely discussion on the relations 
between clinical psychology and psychiatry. For the 
physician who is interested in this relationship be- 
tween the two professions, this book provides informa- 
tion as to the viewpoint of the clinical psychologist. 


Emotional Hazards in Animals and Man 


By Howard S. Liddell, Ph.D., Professor of Psycho- 

biology, Cornell University. American Lecture Series 

No. 299. 94 pages. Springfield, Ill.: Charles C. 

Thomas, Publisher, 1956. Price $2.50. 

The author is one of the two American scientists 
(the other is W. Horsley Gantt, M.D.) who have car- 
ried forward most assiduously the work of Russian 
physiologist Ivan P. Pavlov on conditioning and “ex- 
perimental neurosis.” In this monograph there is a 
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presentation of findings from many years of experi- 
ments carried out at the Behavior Farm Laboratory, 
Cornell University. The findings are set forth in the 
nature of clinic demonstrations and case histories, yet 
they carry the convincing impact of the carefully con- 
trolled experiments from which they spring. 

Self-imposed restraint is seen to be the basic emo- 
tional hazard in conditioning. Loneliness, monotony, 
confusion, and overstimulation are additional hazards 
which are implicated by the author as being especially 
relevant to the development of disturbed emotional 
responses. Exposure of the very young animal to the 
rigors of conditioning, without the protecting mother, 
has hastened the development and increased the sever- 
ity of disturbed emotional responses. 

The findings from lower animals (mostly sheep and 
goats) are discussed as to their possible relevance for 
man. It is by virtue of this discussion that the mono- 
graph becomes of interest to the practicing physician. 


Diseases and Disorders of the Colon 


By Anthony Bassler, M.D., Consulting Gastroenter- 

ologist, New York Polyclinic Medical School and 

Hospital, and others. 206 pages. Springfield, III: 

Charles C. Thomas, Publisher, 1957. Price $6.75. 

This book by Dr. Anthony Bassler represents a very 
complete discussion of the medical problems that con- 
cern the colon. There is an excellent summary of the 
various types of colitis and diarrheas with explicit de- 
scriptions of symptoms and treatment for the various 
types of intestinal abnormalities. There is a good dis- 
cussion of the low-grade infective states of the colon 
as well as the parasitic disorders and the anatomic 
abnormalities. 

There is an excellent description of the so-called 
functional states regarding the colon. This is related 
to psychogenic, allergic, bacterial and other types of 
colonic abnormalities which a patient often describes 
to the doctor. There are several excellent pictures and 
x-ray photographs in most chapters. However, the 
book might be improved by some color photographs of 
the specific types of colonic ulcers and tumors. There 
could well be more specific space given to the present 
antibiotic era, how such drugs affect the diseases of 
the colon, as well as the bacterial diseases and flora of 
the colon. This would make a welcomed addition to 
most books of this type. 

Though this book has touched on many subjects, 
there are some facts which might be added in a few 
chapters, specifically those in regard to new advances 
in diagnosis for those diseases mentioned. It is a 
worthwhile addition, however, to the library of the 
gastroenterologists, internists and proctologists. 


Atomic Energy in Medicine 


K. E. Halnan. 149 pages. New York. Philosophical 

Library. 1957. Price $6.00. 

This small book is one from the series “Atoms for 
Peace” edited by D. Wragge Morley and published by 
the Philosophical Library. Like many other similar 
books being published at this time it is designed for 
readers with little knowledge of physics. Unlike some 
of these other books it is designed also for readers 
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with little knowledge of medicine. As stated in the 
preface: “No book of this size could describe all uses 
of atomic energy in medicine, but it is hoped that the 
more important ones are included.” 

Brief discussions on the following subjects are in- 
cluded: “Atomic Physics and the Nuclear Reactor,” 
“Principles of Use of Radioactive Isotopes,” “Uses of 
Radioisotopes in Medical Research,” “Radiobiology,” 
“Cancer and Radiotherapy,” “Radioiodine and the 
Thyroid Gland,” “Radioactive Isotopes and Blood Dis- 
eases,” “Other Aids to Diagnosis” (including radioiso- 
tope autography, brain tumor detection, blood volume 
determination, radioisotopes and plastic surgery, and 
radioactivation analysis), “Using High-Energy Particle 
Accelerators,” and “Problems and Hazards of Atomic 
Energy.” 

A great deal of information is found in the 149 
pages of this book and, in general, the language used 
is clear and simple. For those who seek a brief survey 
of the use of atomic energy in medicine the few hours 
required to read this book will have been spent in a 
worthwhile manner. 

A look into the future forms the concluding chapter 
and to this reviewer the following passage seemed to 
be rather significant: “. . . by 1984 . . . there will be 
considerable differences in the ancillary departments 
of radiology, radiotherapy, and clinical investigation. 
Radioactive isotopes will have taken over from some 
of the x-ray tubes. . . . There will be several routine 
methods of investigation using radioactive isotopes, 
comparable with the routine use today of radioactive 
iodine to investigate the thyroid gland. . . . The hu- 
man patient will probably have received more benefit, 
not from the direct use of radioactive isotopes in his 
diagnosis or treatment, even though this will be con- 
siderable, but rather from the application of funda- 
mental discoveries in medical research made with the 
aid of radioactive isotopes.” 


Bone Tumors. General Aspects and an 
Analysis of 2,276 Cases 


By David C. Dahlin, M.D., Associate Professor of 
Pathology, Mayo Foundation. 219 pages, illustrated. 
Springfield, Ill.: Charles C. Thomas, Publisher, 1957. 
Price $11.50. 

The book contains 24 chapters. There is a review of 
the 2,276 tumors of bone seen at the Mayo Clinic prior 
to 1956, 673 having been benign and 1,639 malignant. 
The author grouped them in 9 categories. Hema- 
topoietic tumors in which he included myeloma (34% 
of all malignant tumors) and reticulum cell sarcoma 
made up 28% of the total number; chondrogenic 
tumors 27%, and osteogenic tumors 25 per cent. 
Tumors of unknown origin made up 12 per cent. In 
this category he included Ewing’s tumor and adaman- 
tinoma of long bones, the origins of both of which are 
certainly open to question. He also included giant cell 
tumor which many observers believe to originate from 
osteoclasts and which he calls “osteoclastoma.” The 
other categories making up the remaining 8% are 
fibrogenic, notochordal, vascular, lipogenic and neuro- 
genic. 

Despite the fact that the author stated that com- 
plete follow-up studies were available in almost 100% 
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of cases, follow-up data are presented in very few 
types of tumors. The author discusses the “malignant 
giant cell tumor.” Such a diagnosis is made in some 
clinics but in others it is thought that, although a 
malignant bone tumor may develop in a pre-existing 
giant cell tumor or one incompletely excised, the giant 
cell tumor itself is not malignant. 


The above criticisms are the only ones this reviewer 
has to make. The presentation of the data in regard 
to incidence, sex, age, localization, clinical and radio- 
logic manifestations, gross and microscopic pathologic 
changes and treatment is clear and concise. The repro- 
ductions of the roentgenograms, photographs of the 
gross specimens and photomicrographs are excellent. 
The author states in the introduction and follows 
through in the text that, in the interest of brevity, a 
somewhat dogmatic stand is to be presented. Without 
such a stand it would have been impossible to present 
such a tremendous amount of material in so few 
pages. 


Diagnosis and Treatment of Cardiovascular Disease 


Edited by William D. Stroud, M.D., Professor of 
Cardiology, University of Pennsylvania Graduate 
School of Medicine; and Morris W. Stroud III, M.D., 
Associate Professor of Medicine, Western Reserve 

University. 2 volumes, 1,671 pages. Philadelphia: F. 

A. Davis Company, 1957. Price $35.00. 

These two volumes represent a departure from the 
usual books written on heart disease. The rapid de- 
velopments and increasing complexities in this area of 
medicine make the cooperation of a number of con- 
tributors necessary to complete these two volumes. 
They have gathered together the talents of many out- 
standing authorities in the field of cardiovascular dis- 
ease. The editors’ objective is to supply revisions to 
editions whenever necessary. 


The many advances in cardiology, especially with 
reference to cardiac surgery, are ably presented. Drs. 
Beck, Glover, and Davila discuss the indications and 
technics of the surgery of both acquired and congeni- 
tal cardiac lesions. Equally excellent sections are de- 
voted to congestive heart failure, digitalis, rehabilita- 
tion of the cardiac patient, and other aspects of cardio- 
vascular disease. 

An interesting new note has been added in a chap- 
ter dealing with the historical aspects of cardiology. 
This is well done, and should prove of interest to con- 
temporary workers in this field. 

The volumes are recommended because of the im- 
pressive wealth of good clinical material, the excellence 
of the illustrations, and the thoughtfulness with which 
each section is covered. 


Diseases of the Nose, Throat and Ear 


By I. Simson Hall, M.B., Ch.B., F.R.C.P.E., 
F.R.C.S.E., Surgeon to the Royal Infirmary, and Lec- 
turer in Diseases of Nose, Throat and Ear at Univer- 
sity of Edinburgh. 448 pages, illustrated. Sixth edi- 
tion. Baltimore: The Williams & Wilkins Co., 1956. 
Price $4.75. 
This is a very adequate abridged textbook compiled 
for use by undergraduate students and general prac- 
titioners. The more common otorhinolaryngologic con- 
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ditions are briefly but concisely described. The illus- 
trations are more numerous and of better quality than 
most textbooks of its size. As would be expected, there 
is little detail given to operative procedures and 
therapeutics. 

The subject material in the sixth edition is essen- 
tially the same as that in the fifth edition. 


Diseases of the Nose, Throat and Ear 


By Howard C. Ballenger, M.D., Professor Emeritus 
of the Department of Otolaryngology, Northwestern 
University Medical School; and John J. Ballenger, 
M.D., Associate in the Department of Otolaryn- 
gology, Northwestern University Medical School, 
Chicago. 959 pages, 550 illustrations. Tenth edition. 
Philadelphia: Lea & Febiger, 1957. Price $17.50. 
The tenth edition shows numerous changes over the 
previous edition. The authors have done a good job in 
modernizing the subject material. Previous editions of 
this textbook have been very excellent as a reference 
on otorhinolaryngology. However, there has been defi- 
nite improvement in the present edition. The authors 
state in the preface to this edition that “the various 
editions have evolved into somewhat of an encyclo- 
paedic type by the gradual inclusion of many of the 
less well-known clinical entities.” This is definitely 
true, and this fact makes it a valuable reference book 
on otorhinolaryngology. 

Some of the major changes in this edition concern 
physiology of the nose, eustachian tube, and hearing. 
There have been changes on various phases of the 
labyrinth. The section on malignant disease of the 
nose, throat and ear has been revised. There have, 
also, been changes made on the subjects of benign 
neoplasms, allergy, Meniere’s disease and allied syn- 
dromes, peroral endoscopy, esophagology, gastroscopy, 
and arytenoidectomy. 

It can be said without reservations that the tenth 
edition is a distinct improvement over an already 
good ninth edition. This book is highly recommended 
as a reference in otorhinolaryngology, not only to the 
specialist, but also to general practitioners and medical 
students. 


Diseases of the External Ear 


By Ben H. Senturia, M.D., Associate Professor of 

Clinical Otolaryngology, Washington University 

School of Medicine. American Lecture Series. 196 

pages. Springfield, Ill.: Charles C. Thomas, Pub- 

lisher, 1957. Price $8.50. 

The author has made an extensive review of the 
literature together with original clinical and labora- 
tory research work on the subject. His wide experi- 
ence on treatment of ear conditions in the Armed 
Forces together with his continued zeal in clarifying 
the diagnosis and treatment, or mistreatment, of the 
protean diseases of the external ear is well reflected 
in this most excellent monograph. 


There is a detailed discussion of factors considered 
responsible for external otitis. Anatomic and _ histo- 
logic studies demonstrate some of the reasons for the 
varied behavior of external ear infections. A compre- 
hensive classification is proposed. He discusses micro- 
biology, pathology, animal experimentation to deter- 
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mine factors of importance in the production of ex- 
ternal otitis, chemistry, pathogenesis, prophylaxis and 
treatment of external ear conditions. The frequency of 
disease of the external ear and the extremely poor 
understanding as to etiology, diagnosis, and treatment 
are justly stressed. 


It would be well for anyone who treats diseases of 
the external ear to study this book very carefully. 


Practical Clinical Chemistry 


By Alma Hiller, Ph.D., Associate Professor of Bio- 

logical Chemistry, University of Illinois College of 

Medicine. Second edition, 265 pages. Springfield, 

Ill: Charles C. Thomas, Publisher, 1957. Price 

$6.50. 

The second edition of this widely used book will 
certainly continue to be a primary source of infor- 
mation on clinical laboratory procedures. The author 
states that it is written mainly for technicians as an | 
aid to the proper use of procedures in clinical chemis- 
try and is intended to satisfy the obvious need for 
explicitness in detail. 

The changes in this second edition are mainly 
those concerned with further simplification of the 
selected standard procedures introduced in the first 
edition. 

A new technic for determination of total cholesterol 
is given which permits carrying out the entire pro- 
cedure in a cuvette. New and more rapid procedures 
for uric acid and sugar in urine are included. Changes 
have been made in the nonprotein nitrogen measure- 
ment, the bromsulfalein test, the determination of 
citerus index, and in the measurement of sugar in 
blood and spinal fluid. 

The Outline of Methods which is contained in a re- 
movable section following the index is a feature 
which allows continuous critical laboratory use of the 
methods described. 


Chemistry of Lipids as Related to Atherosclerosis. 
A Symposium 


Edited by Irvine H. Page, M.D., Cleveland Clinic 

Foundation, Cleveland, Ohio. 334 pages. Springfield, 

Ill.: Charles C. Thomas, Publisher, 1958. Price $8.50. 

This book is the complete published report of a 
symposium held in Cleveland on May 7 and 8, 1957. 
The papers and discussions reported in this publica- 
tion form the best single source of up-to-date valid 
information on the chemistry of lipids and athero- 
sclerosis at the present time. The theme of the sym- 
posium, as stated by Irvine H. Page, was the chemistry 
of lipids and atherosclerosis and its purpose “to ex- 
plore the chemistry of fatty substances in their broad- 
est definitions.” 

A summary of topics discussed includes the follow- 
ing: 

The newest technic in the analysis of fatty acids by 
gas-liquid chromatography, is discussed with a pre- 
liminary report on analyses of fatty acids in sera of 
patients with coronary disease. Other technics used in 
the study of the chemistry of fatty acids, as—alkaline 
isomerization and subsequent ultra-violet spectropho- 
tometry of polyunsaturated fatty acids, infra-red spec- 
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troscopy for determination of cis-trans configuration, 
low temperature crystallization, column and paper 
chromatography, and countercurrent distribution were 
ably treated. 


The phospholipids received a great deal of atten- 
tion at this meeting as shown by papers on the newer 
knowledge of the chemistry of these compounds, the 
turnover of some of these substances in plasma, and 
the recently elucidated mechanism of biosynthesis of 
lecithin. The subject of intense study in many labora- 
tories currently is the chemistry of the plasma lipo- 
proteins. An exciting chapter in lipid metabolism is 
that concerned with events associated with the clear- 
ing reaction. 

Finally, the chemistry and metabolism of cholesterol 
itself is the subject of several papers and much dis- 
cussion. Such problems as the relationship of exogen- 
ous or dietary triglycerides and serum cholesterol 
levels, biosynthesis of cholesterol, and the effect of un- 
saturation in lipids on the metabolism of cholesterol 
are typical of the questions that many scientists are 
trying to answer. 

It must be emphasized that valuable as the contents 
of the individual papers may be, the points of agree- 
ment and disagreement brought out in the lengthy 
discussion periods following papers actually are the 
items which make this symposium important. Not only 
do the remarks of the discussants show that many 
areas of disagreement still exist, but in some cases 
they also indicate the profitable direction which could 
be taken by further research. 

Few typographical errors are present in this volume. 
Charts and figures illustrate the text satisfactorily. 


The Infantile Cerebral Palsies 


By Eirene Collis, W.R.F. Collis, William Dunham, 
L. T. Lilliard, and David Lawson. 98 pages. Spring- 
field, Ill: Charles C. Thomas, Publisher, 1957. Price 
$3.00. 


This monograph, despite its relatively small size, 
is a virtual storeroom of information regarding the 
neurologic examination of the infant and child with 
cerebral palsy. Throughout this text the authors em- 
phasize the derangement which has occurred in the 
normal neurophysiologic mechanisms. The prognosis 
in an individual case is shown to depend upon the 
intellectual capacity of the patient and the persistence 
with which treatment is carried out. 


There is a chapter regarding the contributions of 
William John Little to our knowledge of this subject. 
This is followed by a classification of the forms of 
infantile cerebral palsy. The major types of this dis- 
order are very well delineated, and the management 
of each variety is discussed in detail. The emphasis 
throughout is upon helping the mother carry out 
most of the treatment at home, 

The authors are to be congratulated upon the 
concise and logical manner in which they have ap- 
proached the basic neurologic problem in this group 
of disorders. This work is highly recommended to all 
physicians who have an interest in this subject and 
should be required reading for pediatricians, ortho- 
pedists, neurosurgeons and neurologists. It deserves 
a place in all medical libraries. 
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Urology and Industry 


By Leonard Paul Wershub, M.D., Associate Profes- 
sor of Urology, New York Medical College. 141 
pages. Springfield, Ill: Charles C. Thomas, Pub- 
lisher, 1956. Price $5.00. 


Industrial urology is a problem that is progressively 
increasing with the advent of rapid transportation 
and the use of large machinery. “The Workmen's 
Compensation Law abrogated the commonlaw de- 
fense by eliminating the question of ‘fault’ on the 
part of any parties. This introduced the social prin- 
ciple that a workman is entitled to a reasonable 
amount of compensation for all industrial accidents.” 


The book is a presentation of 100 industrial uro- 
logical cases presented briefly in an orderly fashion 
with a concluding comment at the end of each case. 
The cases are classified and presented systematically 
as injuries to kidney, ureter, bladder, prostate, and 
scrotum. 


It is the author’s hope that many general prac- 
titioners, who see the great majority of “industrial 
cases” first, will find such a manual helpful and 
reliable. He offers this book to the urologist, sur- 
geon, and lawyer as an aid for future treatment and 
for future evaluation. This book has no place in the 
academic teaching of the student with the exception 
of those who plan to go into industrial medicine. 


Drugs of Choice 1958-1959 


Edited by Walter Modell, M.D., Associate Professor 

of Pharmacology, Cornell University Medical Col- 

lege. 882 pages. St. Louis: The C. V. Mosby Com- 
pany, 1958. Price $12.75. 

The authors of each chapter were selected because 
of their competence in a particular field. An attempt 
has been made and essentially realized to provide the 
physician with a concise, authoritative point of view 
concerning drugs currently available for use in thera- 
peutics. Each author presents his own point of view 
about the drugs discussed, avoiding unnecessary con- 
troversy. Most chapters are divided into several sec- 
tions; one containing a discussion of the clinical con- 
ditions for which the drug under consideration is 
used; a discussion of the important drugs in this 
group; and, finally, factors which make one drug 
preferable to another in a particular disease. A short 
bibliography of selected references is provided at the 
end of each section. This volume should be one of 
the most useful available to the physician in the field 
of pharmacology and therapeutics. Its conscientious 
use would exclude much trial and error in the use 
of new drugs and place the physician’s therapy on a 
firm scientific basis. 


Tumors of the Soft Somatic Tissues 


By George T. Pack, M.D., Associate Professor of 
Clinical Surgery, Cornell University; and Irving M. 
Ariel, M.D., Associate Clinical Professor of Surgery 
and Associate Attending Surgeon, New York Medi- 
cal College. 652 illustrations, 796 pages. New York: 
Paul B. Hoeber, Inc., 1958. Price $30.00. 


The book contains 30 chapters. Its six sections in- 
clude Classification, Principles of Treatment, Treat- 
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ment of Specific Tumors, Sarcomas in Infants and 
Children, Anatomic Considerations of Treatment and 
End Results. The discussion relates to 717 tumors of 
the soft somatic tissues encountered over a period of 
25 years mainly in the Memorial Center in New York 
and by the Pack Group. By the term Tumors of the 
Soft Somatic Tissues, the authors mean tumors of 
connective tissue, fat, smooth and striated muscle, 
fascia, synovial structures, blood and lymph vessels 
and peripheral nerves. 

Section I gives the classification and incidence, dis- 
cusses hereditary and congenital occurrence and the 
relation of trauma and attempts to answer the ques- 
tion of benign tumors becoming malignant and of soft 
tissue sarcomas metastasizing to lymph nodes. Section 
II describes biopsy, continues with description of 
local excision, excision and dissection in continuity, 
amputation, disarticulation, quarterectomy and, final- 
ly, radiation. Section III gives description and treat- 
ment of the various types of soft tissue tumors. Sar- 
coma of undetermined histogenesis makes up 36.4 per 
cent. In Section IV the subject of sarcomas in infants 
and children is presented. Sarcomas of the neck, ab- 
dominal wall, retroperitoneal region and buttocks are 
described in the four chapters of Section V. In Section 
VI the end results are given according to type of 
operation, histologic type of tumor, location of tumor 
and age of patient. 

There are numerous photographs of patients, roent- 
genograms and gross specimens as well as many pho- 
tomicrographs. The book is well written and is by 
far the best and most nearly complete monograph 
on the subject of tumors of the soft parts that this 
reviewer has ever seen. 


Clinical Enzymology 


Edited by Gustav J. Martin, Sc.D., Research Director, 

The National Drug Company, Philadelphia. 230 

pages. Boston: Little, Brown and Company, 1958. 

Price $6.00. 

This book is divided into three general sections. 
The first three chapters are devoted to discussions 
of the newer concepts of protein structure and func- 
tion (G. J. Martin), the chemistry of the various 
enzymes which have been used clinically (M. J. Sulli- 
van), the biochemistry of these enzymes (J. M. Beiler). 
Since many of these enzymes, trypsin, chymotrypsin, 
pepsin, cholinesterase, ribonuclease, etc., have been 
the subject of considerable study by those interested 
in the problem of protein structure, it is difficult to 
present a complete picture of what is known in so 
few pages. The authors have, however, managed a 
very useful summary for those unfamiliar with this 
area. 

The second section contains chapters which give 
a well-documented and critical review of the litera- 
ture of the fairly new field of parenteral use of 
enzymes (H. Tanyol, W. M. Swain, and J. M. Beiler) 
and of the somewhat older field of the diagnostic 
use of enzymes (G. V. Rossi). The treatment is some- 
what selective but affords a very useful source of 
information on trypsin and chymotrypsin with lesser 
emphasis on streptokinase, desoxyribonuclease, hya- 
luronidase and cholinesterase. Diagnostic uses of 
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amylase, trypsin, antithrombin, lysozyme, hyaluroni- 
dase, antihyaluronidase, uropepsin, cholinesterase, 
transaminase, acid and alkaline phosphatase are pre- 
sented with varying emphasis. 

The third section contains two somewhat general 
chapters by G. J. Martin on polymerases in biology, 
a discussion of the history of clinical uses of enzymes, 
including the many difficulties which have been en- 
countered, and the possible future application of the 
enzymes elastase, collagenase, and ribonuclease to 
clinical problems. 

This book should be of value to both clinicians 
and biochemists interested in the current status of the 
area of clinical enzymology. 


A Text-Book of X-ray Diagnosis by British Authors 


Edited by S. Chchrane Shanks, M.D., F.R.C.P., F.F.R., 
Director, X-ray Diagnostic. Department, University 
College Hospital; and Peter Kerley, C.V.O., C.B.E., 

M.D., F.R.C.P., F.F.R., D.M.R.E., Director, X-ray 

Department, Westminster Hospital, London. Volume 

1, 510 pages, 3rd edition, 533 illustrations. Phila- 

delphia: W. B. Saunders Company, 1957. Price 

$18.00. 

Recent and refined diagnostic principles of radiology 
have been incorporated into the third edition of this 
text. The new edition was prompted by recent marked 
advances in diagnostic radiology of the head and neck. 
Improved equipment, media, and technic, plus a closer 
collaboration between colleagues of all branches of 
medicine, are responsible for these advances. 


Apprentices, practitioners, and teachers of radiology 
should find this volume a valuable text, while it will 
serve usefully as a reference for neurologists, neuro- 
surgeons, dentists, and neck and oral surgeons. 


The most emphasis has been placed on central 
nervous system, skull, accessory nasal sinuses, eye and 
ear and temporal bone. By utilizing positive image 
illustrations, except for the section on teeth and jaws, 
the cost has been materially reduced. 


Cryptorchism 


By Charles W. Charny, M.D., Associate Attending 

Urologist, Albert Einstein Medical Center, and 

William Wolgin, M.D., Assistant Urologist. 135 

pages. New York: Paul B. Hoeber, Inc., 1957. Price 

$5.85. 

During the past 10 years we have been in great 
need of a reliable book presented in this fashion. 
The subject of cryptorchism has been approached 
repeatedly but with little progress. These authors, 
however, have presented scientific facts in an attempt 
to try to close the gap between the two divergent 
concepts, (congenital or environmental defects) of the 
etiology of cryptorchism. 


A tremendous agount of time and effort has been 
expended in the preparation of this material. The 
authors have drawn conclusions from 45 bilateral 
biopsies performed on 30 patients, along with subse- 
quent biopsies in 12 patients obtained 6 months to 
4 years following orchiopexy. 

The following conclusions which are of marked 
interest are stated: 
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1. Two out of every 1,000 males are sterile be- 
cause of bilateral cryptorchism. 

2. Unilateral vasectomy results in a permanent 
reduction of the sperm count to one-half of the 
original level. Unilateral orchiectomy appears to have 
the same immediate effect, but the sperm count ul- 
timately returns to preoperative level because of 
compensatory increase of spermatogenic activity. 

3. The undescended testicle is about 33 times 
more likely to become malignant than the normal 
testicle. 


4. Malignancy of the testicle occurs just as often 
in the testicle which has been surgically brought into 
the scrotum as in the untreated undescended testicle. 

The authors state that it is their opinion that, 
from age 10 on, the nonscrotal testis displays a defi- 
nite lag in development and should no longer be 
kept in its abnormal position. They feel therefore 
that treatment should be initiated before age 10 
but not necessarily as early as 5 or 6 years of age. 


The concluding chapter discusses results of treat- 
ment and presents an eight point resumé of extreme 
importance. 


This book is to be highly recommended to doctors 
in general practice, pediatrics, surgery, and urology. 
Follow-up biopsies, such as these authors have per- 
formed, are almost impossible to obtain. The authors 
are to be congratulated for this successful pioneering 
work. 


Microtechnics of Clinical Chemistry 
for the Routine Laboratory 


By Samuel Natelson, Ph.D., Chairman, Department 

of Biochemistry, Rockford Memorial Hospital, Rock- 

ford, Illinois. 473 pages. Springfield, Ill.: Charles C. 

Thomas, Publisher, 1957. Price $11.00. 

This book presents in a highly usable form a large 
series of clinical laboratory procedures as adapted to 
the micro- and ultramicro scale. 

In an excellent introduction, the author points out 
the value and wide potential application of chemical 
procedures on this scale in the hospital laboratory, 
and describes the equipment and technics involved 
in considerable detail. 


The analyses presented, of which there are almost 
100, are carefully and completely described. Pertinent 
references are always included. The drawings and 
photographs are of very high quality and usefulness. 

This volume is strongly recommended as an ex- 
cellent, convenient, and critical source of microtech- 
nics for the clinical laboratory. 


Heart Disease—Cause, Prevention, and Recovery 


By Philip S. Chen, Ph.D., Professor of Chemistry 
and Chairman of Division of Natural Sciences, At- 
lantic Union College. 186 pa illustrated. South 
Lancaster, Massachusetts: The Chemical Elements, 
1958. Price $3.00. 


The author states that this book was designed and 
written for the layman; however, the author devotes 
several chapters to fundamental biochemistry with 
structural formulas which are difficult for the layman 
to interpret. 
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The aspect of nutrition is overemphasized by num- 
erous quotations, not only from the medical literature, 
but also from newspapers and circulating popular 
magazines, many of which are personal opinions and 
not necessarily based on scientific data. 

Over two-thirds of this book is devoted to the 
“harmful effects” of meat, milk and eggs, and to the 
value of soybeans. In the introduction of chapter 
nine, the author states that meat is harmful: first, 
because it contains cholesterol; and, secondly, because 
of its fat content. Dr. Chen then devotes the rest of 
the chapter to the following unrelated topics: “(1) 
meat-eating introduces poisonous waste products in 
the body, (2) meat-eating is objectionable, because 
meat often serves as a carrier of diseases which are 
readily transmitted to man, (3) meat-eating lowers the 
alkaline reserve of the body, (4) meat-eating does not 
impart the strength and endurance that plant foods 
provide.” The author expresses a biased personal 
opinion regarding meat, soybeans, and “vegetarian- 
ism” that is unsubstantiated by scientific experimen- 
tation. 

In the judgment of this reviewer, these subjects are 
not related to heart disease, and any layman reading 
this book would obtain a false impression regarding 
the “cause, prevention, and recovery of heart disease.” 


Selected Writings of Walter E. Dandy 


Compiled by Charles E. Troland, M.D., and Frank 
J. Otenasek, M.D. 789 pages. Springfield, Ill.: Charles 
C. Thomas, Publisher, 1957. Price $15.00. 

As the name of this volume implies, it is a com- 
pilation of many of the scientific publications of the 
late Dr. Walter E. Dandy. Some of these papers are 
truly monumental, including the initial work on 
ventriculography, the description of the technic for 
total removal of acoustic nerve tumors, his studies on 
intracranial aneurysms, and the report on surgical 
treatment of Meniere’s disease. The volume is a very 
impressive collection and is a measure of the achieve- 
ments of this famous pioneer in the field of neuro- 
surgery. The reviewer wonders why some foreword 
or preface containing a biographical sketch of Dr. 
Dandy was not included. 

This is a very worthwhile publication and should 
be in every medical library. It is recommended to all 
neurosurgeons and neurologists. 


A Handbook on Diseases of Children 


By Bruce Williamson, M.D., Edin., F.R.C.P., Lond., 
Physician, Children’s Dept., Royal Northern Hos- 
pital; Children’s Hospital, Northaw; Prince of Wales 
General Hospital; Barnet General Hospital. 464 
pages, eighth edition. Baltimore: Williams and Wil- 
kins Company, 1957. Price $6.00. 


This is a summary of the diseases of children 
written in narrative form. There are a number ot 
good illustrations present. The British spelling, termi- 
nology, and trade names of various drugs and prod- 
ucts may be confusing to some. This edition has 
failed to keep abreast of the advances made in a 
number of the conditions which have been covered 
only briefly. The book is not recommended for medi- 
cal students. 
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IN DEBILITATING DISEASE 


Patients receiving 


NILEVAR 


Eat more... 
Feel better... 
Recover faster 


Compared to control patients, those receiving Nilevar 
(brand of norethandrolone) have repeatedly demon- 
strated more rapid and more complete recovery from 
serious acute illness and increased comfort and well- 
being in chronic illness. 

A multitude of case histories are now adding indi- 
vidual clinical color to the earlier controlled investiga- 
tions which defined the actions of Nilevar as an effec- 
tive aid in reversing negative nitrogen balance and in 
building protein tissue. 

In typical case reports such gratifying comments as 
these appear: 


Underweight —“Appetite considerably increased 
within one week. Sense of well-being and vigor in- 
creased along with increased appetite.” 


Prematurity (Birth weight: 2 pounds, 4 ounces) — 
“Gradual improvement in appetite and capacity for 
formula. .. . Excellent progress and weight gain for a 
very immature infant.” 


Carcinoma of the Uterus —“Within four days appe- 
tite became excellent, took full diet. . .. More ambition 
while on Nilevar. Enjoys life. Takes part in church and 
other social affairs.” 


Third Degree Burn —“. . . soon began eating all that 
was Offered. . . . Began to show signs of hope for re- 
covery. ... Perhaps one of the greatest changes was in 
the appearance of his wounds which were so very 
much improved.” 

The dosage for adults is 20 to 30 mg. daily in single 
courses no longer than three months. For children the 
daily dosage is 0.5 mg. per kilogram of body weight, 
in single courses no longer than three months. 

Nilevar is supplied in tablets of 10 mg. and ampuls 
of 25 mg. (1 cc.). 


G. D. Searle & Co., Chicago 80, Illinois. Research 
in the Service of Medicine. 
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“QS | OFFICE SuRGERY! 


ELECTIVE AND TRAUMATIC ay 


use 
XYLOCAINE®? uci so_tution) 4 


(brand of lidocaine") 


as a local or topical anesthetic 2 


XYVLOCAINE 


Xylocaine is routinely fast, profound and well tol- 
erated. Its extended duration insures greater 
postoperative comfort for the patient. Its 
potency and diffusibility render reinjec- 
tion virtually unnecessary. It may be in- 
filtrated through cut surfaces permitting 
pain-free exploration and longer suturing time. 


ASTRA PHARMACEUTICAL Propucts, INC., WORCESTER 6, MASSACHUSETTS, U. S. A. 


see 
7 warts; moles; sebaceous cysts; benign tumors; wounds; lacerations; biop- [sss] 
sies; tying superficial varicose veins; minor rectal surgery; simple frac- 
tures; compound digital injuries (not involving tendons, nerves or bones) 


PAT. NO. 2.441.498 MADE INUSA 


HEAD COLD 


PLUS 


Phenaphen Plus is the physician-requested each coated tablet contains: Phenaphen 


combination of Phenaphen, plus an anti- Phenacetin(3gr). . . . . 194.0 mg. 
Acetylsalicylic Acid (2% gr.) . 162.0 mg. 
histaminic and a nasal decongestant. Phenobarbital (4% gr.) . . . . 16.2 mg. 
Hyoscyamine Sulfate . . . . 0.031 mg. 

plus 

Prophenpyridamine Maleate. . 12.5 mg. 


Available on prescription only. Phenylephrine Hydrochloride . 10.0 mg. 
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“THE MOST EFFECTIVE 
DRUG EVER USED” 


before the 
“morning spin” 
sets in 


brand of meclizine hydrochloride 


to prevent Vertigo, nausea, vomiting 
as in pregnancy 


BONAMINE gives more complete 
and longer-acting protection — 
often for 24 hours, with a rare in- 
cidence of untoward effects.2 In 
contrast to other agents, ‘‘per- 
centage of patients obtaining an 
excellent response...is greater... 
Also, there are fewer therapeutic 
failures” —‘‘at least 90 per cent of 
the patients improve under this 
medication’’2 


Also indicated for vertigo, nausea, 
vomiting in: cerebral arterioscle- 
rosis = other geriatric conditions 
® pediatric infections = postopera- 
tive patients * opiate or other drug 
therapy * radiation therapy, Men- 
iére’s syndrome, fenestration 
procedures, labyrinthitis » motion 
sickness. 

BONAMINE Tablets, scored, Sastaions, 25 meg. 
Boxes of 8, bottles of 100 500. 
BONAMINE Chewing Tablets, pleasantly mint 
flavored, 25 mg. Packages 


1, McKenna, C. J.: Am. Pract. & Digest Treat. 

6:417, 1955. 2. Moyer, J. H.: M. Clin, North 

America, March, 1957, p. 405. + 
rademark 


BONAMINE 
3, ELIXIR g 
Ce 


PFIZER LABORATORIES 


Division, Chas. Pfizer & Co., Inc. 
Brooklyn 6, N. Y. 
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CITY VIEW 
SANITARIUM 


For the diagnosis and treatment of 
nervous and mental disorders, and 


addiction to alcohol and drugs. 


Established 1907 


NASHVILLE, TENNESSEE 
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Continued from page 1487 


Surgeon General of the U. S. Army. Dr. Lyons was 
also recently elected Vice-Chairman of the Section on 
Surgery of the American Medical Association. 

Dr. S. B. Baker, Birmingham, Professor of Pharma- 
cology at the University of Alabama Medical School. 
was elected President-Elect of the Alabama Academy 
of Science at their last meeting. Dr. Baker was also 
named to the Editorial Board of the American Journal 
of Pathology. 

Dr. Abraham Siegel, Birmingham, has been appoint 
ed Director of the Biochemistry Section, Clinical Lab- 
oratories, at the University of Alabama Medical Cen 
ter. Other appointments include Dr. Frank A. Berg as 
Instructor in Surgery and Dr. Herschel V. Murdaugh, 
Jr., as Assistant Professor of Medicine and Director of 
Renal and Electrolyte Section of the Department. 

Dr. Tom D. Spies, Birmingham, has been elected 
President of the American Therapeutic Society. 


DISTRICT OF COLUMBIA 


Brig. General Thomas W. Mattingly, Chief of the 
Department of Medicine, Walter Reed Army Hospital, 
has assumed Directorship of medical education and 
training of residents and interns at the Washington 
Hospital Center. 

Maj. General Paul I. Robinson, Executive Director 
of the Office for Dependents’ Medical Care, Office of 
the Surgeon General of the Army, is now associated 
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New vitamin-mineral supplement 
in delicious chocolate-like nuggets 


Each nugget contains MB. 
Vitamin A. 5,000 Units* Cobsit ........... 0.1 meg. 
Vitamin O 1,000 Units* Fluorine 0.1 mg. 
Vitamin C 75 me lodine 0.2 me 
Vitamin 2 Unutst Magnesium 3.0 me 
Varin B-1 2.5 me. Manganese 10me 
Vitarun B-2 2.5 mg. Molybdenum 1.0 me 
Vitamin 8-6 1 me. Potassium 25 
Vitamin 8-12 Activity 3 mcg 
Pantneno! Dese: One Nugget per day 
Ncotinarmde 20 mg. Supplied. Boxes of 30-one 
Acid. 0.1 mg. month's supply 
Biotin 30 mcg Boxes of 90—three 
Rutin. 12 meg. months’ supply or 


Calcium Carbonate......125 mg. family package. 


he’s ready for ) | ( 


| whenever he starts to » 
WHITE LABORATORIES, INC., KENILWORTH, N. J. 


before the 
“POST-OP” spin 


begins 


brand of meclizine hydrochloride 


fo prevent Vertigo, nausea, vomiting 
as inthe postoperative patient 


In a study involving 144 patients, Bonamine demonstrated its marked suppressor effect, 
“contributing to the comfort and clinical well-being of patients recovering from 
surgery...” 

“considered solely as an anti-emetic agent... it is equally effective in operations 
involving the body cavity, and in other operations . . .’’! dramatically reducing the risk 
of wound disruption, aspiration of vomitus, and dehydration following vomiting. 

Also indicated for vertigo, nausea, vomiting in: cerebral arteriosclerosis =» other geriatric 
conditions = pediatric infections » morning sickness »« opiate or other drug therapy = 
— therapy, Meniére’s syndrome, fenestration procedures, labyrinthitis » motion 
sickness. 

BONAMINE Tablets, scored, tasteless, 25 mg. Boxes of 8, bottles of 100 and 500. 

BONAMINE Chewing Tablets, pleasantly mint flavored, 25 mg. Packages of 8. 


PFIZER LABORATORIES Division, Chas. Pfizer & Co., Inc. Brooklyn 6, New York 


1. Kinney, J. J.: J. M. Soc. New Jersey 53:128, 1956. 
*Trademark 
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the 
QUALITY | 


_of sleep_ 


NOLUDAR “produced satisfactory results 
in terms of the time of onset and the duration 

of sleep. No side effects were encountered. The 

patients were well pleased with the quality of sieep.’’* 

With NOLUDAR there is no preliminary excitation . . . 

no disturbing dreams . . . no residual grogginess. 

Non-barbiturate, non-habit forming, NOLUDAR 

brings your patients an improved quality of sleep. i 
*0. Brandman, J. Coniaris, and H. E. Keller: J. M. Soc. New Jersey 52:246. 1955. 
NOLUDAR* — brand of methyprylon 


ROCHE LABORATORIES . pivisiOon OF HOFFMANN-LA ROCHE INC. + NUTLEY, Ni 
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with the Metropolitan Life Insurance Company as 
Coordinator of Medical Relations. 

Dr. Benjamin B. Wells, Director of Professional 
Services at the Veterans Administration Hospital in 
New Orleans, has been appointed to head VA medical 
education services in Washington, D. C. 

Dr. Jean H. Menetrez has been appointed to the 
staff of the Alcoholic Rehabilitation Division of the 
D. C. Department of Public Health, relieving Dr. 
Eleanor E. Short, who is now Assistant Chief of the 
Adult Mental Health Division. 

Dr. Richard T. Sullivan has been elected Chairman 
of the Public Health Committee of the Washington 
Board of Trade, succeeding Dr. Oscar B. Hunter, Jr. 

Dr. Leslie H. French has been presented a Fellow- 
ship by the American College of Chest Physicians. 


FLORIDA 


Dr. Samuel M. Day, Jacksonville, Secretary-Treasurer 
of the Florida Medical Association, has been installed 
as President of the Duval County Chapter of the 
American College of Surgeons. 

Dr. M. Jay Flipse, Miami, has been elected First 
Vice-President of the American College of Chest 
Physicians. 

Dr. Leo M. Wachtel, Jacksonville, has been appoint- 
ed to a three year term as a member of the Commis- 


Continued on page 76 


TUCKER HOSPITAL, INC. 


212 West Franklin St. 
RICHMOND, VIRGINIA 


A private hospital for diagnosis and 
treatment of psychiatric and neurologi- 
cal patients. Hospital and out-patient 


services. 


(Organic diseases of the nervous system, psycho- 
neuroses, psychosomatic disorders, mood disturb- 
ances, social adjustment problems, involutional 
reactions and selective psychotic and alcoholic 
problems.) 


Dr. Howarp R. MASTERS 
Dr. Weir M. Tucker 
Dr. Ametta G. Woop 


Dr. James ASA SHIELD 
Dr. Georce S. Futtz, Jr. 
Dr. Ropert K. Wittiams 


SOUTHERN MEDICAL JOURNAL 


Vertigone 


Antivert 


stops vertigo 


(and a glance at the formula 
shows two reasons why) 
each ANTIVERT tablet contains: 
Meclizine (12.5 mg.) 
to ease vestibular distension 
Nicotinic Acid (50 mg.) 


for prompt vasodilation 


ANTIVERT is particularly useful for 
the relief of dizziness in the 
elderly. Try ANTIVERT on your next 
vertiginous patient. 

Dosage: one tablet before each meal. 
In bottles of 100 blue-and-white 
scored tablets. Rx only. 


New York 17, New York 
Division, Chas. Pfizer & Co., Inc. 


% 


Vertigo... | 
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sion on Hospitals of the American Academy of Gen- 
eral Practice. 

Dr. Eugene G. Peek, Jr., Ocala, has been elected 
Chairman of the Medical Advisory Committee of the 
Florida State Department of Public Welfare. Dr. Peek 
has also been appointed to the Florida Advisory Com- 
mittee on Civil Rights by the Civil Rights Commis- 
sion. 

Dr. Robert J. Boucek, North Miami Beach, Associate 
Professor of Cardiology at the University of Miami 
School of Medicine, has received the major award of 
300 pounds sterling in the Ciba Foundation interna- 
tional competition for studies related to aging. His 
paper was on “The Effect of Tissue Age and Sex Upon 
the Metabolism of Rat Collagen.” 

Dr. Simon D. Doff, Jacksonville, has been appointed 
Director of the Bureau of Maternal and Child Health 
of the State Board of Health. Dr. Hoff has also been 
re-elected President of the Florida Heart Association. 


GEORGIA 


Dr. Walter G. Elliott, Cuthbert, has been awarded 
a Certificate of Fellowship by the American College 
of Chest Physicians. 

Dr. Thomas E. Reeve, Jr., Carrollton, has been cer- 
tified as a Diplomate of the American Board of 
Surgery. 

Dr. George Kinnard, Newnan, was installed as Pres- 
ident of the Newnan Rotary Club. 


NOVEMBER 1958 


Dr. Christopher J. McLoughlin, Atlanta, was re 
cently elected Chairman of the Board of State Gover- 
nors of the American Diabetes Association. 

Dr. Carl C. Aven, Atlanta, was elected Historian of 
the American College of Chest Physicians at its annual 
meeting in San Francisco, California. 


KENTUCKY 


Dr. Gradie R. Rowntree, Louisville, was recently 
elected Second Vice-President of Industrial Medica} 
Association at its national conference in Atlantic City, 
New Jersey. 

Dr. Harold William Conran, Middletown, has been 
named Director of Professional Services of the Ken- 
tucky Department of Mental Health. He will act as 
Assistant Commissioner of the Department. 


Dr. E. S. Maxwell, Lexington’s first pathologist who 
retired from active practice on September 1, was hon- 
ored by his friends and associates with the presenta 
tion of a portrait to the Fayette County Medical 
Society. 

Dr. R. C. Smith, Newport, was recently appointed 
to the Advisory Committee on Mental Health by Gov- 
ernor A. B. Chandler. 


LOUISIANA 


Dr. Floyd R. Skelton, Director of the Urban Maes 
Research Foundation and Associate Professor of Path- 
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Satisfied 
with the 

usual cough 
remedies? 


—do you find that the local soothing effect of cough syrups is not enough? 
—are you concerned about the side effects of codeine? 
—do you find that many remedies decrease cough productivity? 


—do you have patients who do not cooperate fully 
because of cumbersome forms of issue and too frequent dosage? 
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BRAWNER’S SANITARIUM 


ESTABLISHED 1910 
SMYRNA, GEORGIA 
Suburb of Atlanta 


Jas. N. BRAWNER, JR., M.D. ALBERT F. BRAWNER, M.D. 
Medical Director Associate Director 


For the Treatment of 
Psychiatric Illnesses and Problems of Addiction 


Member 
Georata HospiTaL ASSOCIATION, AMERICAN HOSPITAL ASSOCIATION 
NATIONAL ASSOCIATION OF PRIVATE PSYCHIATRIC HOSPITALS 


P.O. Box 218 HEmlock 5-4486 


If not... 
here’s why you 
should try new 
lessalon Perles 


¢ controls cough by dual action—in the chest as well as at cough centers of the brain. 
* 22 times as effective as codeine’ without the side effects of codeine. 

controls cough frequency without decreasing productivity or expectoration. 

¢ Perles offer convenient, precise dosage and relief for 3 to 8 hours. 


AVERAGE ADULT DOSAGE: 100 mg. t.i.d. 
In refractory cough, up to 6 perles (600 mg.) 
may be given. 


AVERAGE DOSAGE FOR CHILDREN UNDER 10: ; ® 
One Pediatric Perle (50 mg.) t.i.d. 
SUPPLIED: TESSALON Perles, 100 mg. (yellow). 
Pediatric Perles, 50 mg. (red). 
Pediatric Perles available Oct. 1, 1958. 
1, Shane, S. J., Krzyski, T. K., and Copp, S. E.: 
Canad. M.A.J. 77:600 (Sept. 15) 1957. 
(benzonatate CIBA) 
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The New Riker Home 
in Northridge, California 


The Better to Serve 


The Profession 


RIKer’s sTAR has risen fast. In 
eight short years Riker has become 
recognized the world over as a source 
of advancements in pharmacologic 
therapeutics. This achievement is 
no accident; from the beginning the 
privilege of serving the profession 
has been considered a profound 


obligation. Each Riker product, in 
order to qualify for the mark of 
“Another Riker First,’ has had to 
fulfill two basic requirements: It 
must represent a contribution to the 
field of therapeutics, and it must 
meet the strictest tests for efficacy, 
safety, standardization, and quality. 


Riker Firsts: 


Deaner® Veriloid® 


a totally new molecule for the 
treatment of mild mental de- 
pression, fatigue, chronic head- 
ache, and psychoneuroses, as 
well as behavior and learning 
problems of children; distin- 
guished for its freedom from 
pressor activity, skeletal mus- 
cle stimulation and other side 
actions. 


Disipal®* 


an antiparkinson drug devel- 
oped by Brocades-Stheeman of 
Holland. Its skeletal muscle- 
relaxant action was realized 
through Riker Research. 


Medihaler® 


the first means for administer- 
ing self-propelled, automatical- 


* Trademark of Brocades-Stheeman and 


Pharmacia. U.S. Patent No. 2,567,351. 
Other Patents pending. 


ly-measured-dose aerosol medi- 
cations. Medihaler-Epi and 
Medihaler-Iso are unsurpassed 
in the treatment of asthma and 
allied pulmonary conditions. 
Medihaler-Phen relieves nasal 
congestion in common cold and 
in a variety of allergic condi- 
tions of the paranasal sinuses. 


Rauwiloid® 


the first Rauwolfia product de- 
veloped and marketed in the 
United States. Known generi- 
cally as the alseroxylon fraction 
of Rauwolfia serpentina, 
Benth., Rauwiloid was the first 
purified selective alkaloidal 
extract obtained from Rauwol- 
fia. Rauwiloid is the basis for 
five Riker products used in 
cardiovascular and mental 
diseases. 


the first alkaloidal extract from 
Veratrum viride standardized 
for predictable therapeutic 
results in hypertension. Veriloid 
ushered in the era of modern- 
day antihypertensive drugs. Itis 
the basis for six Riker products. 


Versenate,®** Calcium 


Disodium 
specific therapy for acute 
lead poisoning. 
** Trademark of the Dow Chemical Co. 
Many other “‘Riker Firsts”’ 
are in Riker’s future plans. It 
is our hope that each one 
will contribute to the pro- 
longation of useful life and to 
the alleviation of suffering. 


Riker Northridge, California 
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inal antibiotic in Donnacen Neomycin, 
whose other ingredients serve to control toxic, 


. Result: Early 


For more certain control of 


30 ce. (A. oz.) of the comprehensive 
of DONNAGEL WITH NEOMYCIN contains: 


Pectin (2 gr.) 
Dihydroxyaluminum 
Hyoscyamine sulfate 


bydrobromide 
Phenobarbital ('s gr. | 
INC., RICHMOND 20, VIRGINIA 
ce 1878 


Diarrheas duc to neomyecin-susceptible thogers 
| vated by the highly efficient i 
: DONNAGEL, the original formula, for 
A. H. ROBINS CO., — 


80 SOUTHERN MEDICAL JOURNAL NOVEMBER 1958 


proteins, carbohydrates: and fat: 


Literature and al equ 
B.F. ASCHER comp 
Ethical Medicinals 


Kansas City, Mo. 


For comfortin 
relief 
in 
e 
— 
‘ 
@ Promotes Enzymatic Digest 
hydrochloride 130mg .oleoresin ginger! 60007 
- 
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2."too many side-effects" 


IN G.I. OR G. U. SPASM 


Thioethylamine (-SCH,CH:N<), 
nucleus of the Trocinate mole- 
cule, is common to enzymes in- 
volved in the contraction of 
smooth muscle cells. Sulfur, the 
key atom of the thioethylamine 
group, is also basic to the chem- 
istry of muscle contractions, 
entering into the essential re- 
versible oxidation-reduction re- 
actions. These identities suggest 
that the strong, direct inhibiting 
action of Trocinate upon muscle- 
cell contraction, independent of 
general suppression of the para- 
sympathetic nervous system, is 
that of a true anti-metabolite. 
Skeletal muscles are not affected. 


Comprehensively evaluated 
pharmacologically! and clinic- 
ally2.3.4, Trocinate is a potent 
and dependable antispasmodic, 
yet is remarkably free from 
side-effects, and will not cause 
mydriasis, anuria, or tachy- 


BIBLIOGRAPHY cardia. Its antisialogogue effect 
1. J. Pharm. & Exp. Ther. 89:131 is extremely low. 
2. J. Urology 73:487 
3. J. Mo. Med. Assoc. 48:685 Dosage: 
4. Med. Rec. & Annals 43:1104 


is two Trocinate tablets, three or 
four times daily, but dosage may 
be safely increased in severe 
spasm. 


Wm. P. Poythress & Co.. inc. 


RICHMOND 17, VIRGINIA 
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in every 
arthritic state 


Consistent Gains in Functional Capacity 
Can Be Achieved with Conservative Therapy 


The unemployable arthritic once 
again may undertake full 
employment and normal recreation. 
Patients once confined to the home 
or wheel chair often find it possible 
to engage in light work. And even 
bedridden patients can walk with 


comfort again. These are the 
benefits of conservative therapy 
as demonstrated in long-term 
studies.':?}*In fact, in these four- 
year comparative studies of 
salicylate and cortisone, the 
corticoid showed no superiority. 


Superior Conservative Therapy Provided by 
Buffered Pabirin 


Buffered Pabirin epitomizes 
modern, conservative therapy 
without the serious complications 
of corticoid therapy. Adrenal 
atrophy, peptic ulcers, moon-face, 
hypertension or psychotic reac- 
tions, a constant risk whenever 
corticoids are used,*’ will not 


occur with Buffered Pabirin. Month 
after month, Buffered Pabirin can 
be administered with a minimum 
of problems to patient and 
physician, and without the side 
effects common to the use of 
salicylates alone. Buffered Pabirin 
is sodium and potassium free. 


he 


salicylates alone. 


Photographs show 2-stage 
Tandem Release disintegration 


Buffered Pabirin combines new form and formulation 
for faster pain relief, improved gastric tolerance 


Each tablet of Buffered Pabirin consists of an outer 
layer containing a buffer (aluminum hydroxide), 
para-aminobenzoic acid and ascorbic acid; an inner 
core of aspirin. The outer layer quickly releases 
aluminum hydroxide which affords superior buffering 
action and protects against gastric irritation. The 
core of Buffered Pabirin then disintegrates rapidly, 
permitting fast absorption of acetylsalicylic acid. 
PABA potentiates the acetylsalicylic acid and thus 
creates high salicylate blood levels. The ascorbic acid 
counteracts vitamin C depletion. 

The new form and formulation of Buffered Pabirin 
provides high and sustained salicylate blood levels. 
It may be administered over long periods of time 
without the nausea, dyspepsia or other gastrointes- 
tinal symptoms so frequently experienced with 


in osteoarthritis, gouty arthritis, rheumatoid arthritis, 


bursitis, fibrositis, or tendinitis 


Buffered Pabirin’ rablets 


Each tablet contains: 
Acetylsalicylic acid (5 gr.). .300 mg. 
Para-aminobenzoic acid 


Dried aluminum 

hydroxide gel........... 100 mg. 


Sodium and potassium free. 


Dosage: Two or three tablets 3 
or 4 times daily. 


References: 1. Report of Joint Committee, 
Medical Research Council & Nuffield Founda- 
tion, Treatment of Rheumatoid Arthritis, 
British Medical Journal (May 
1954. 2. ibid. (April 13) St7-6o. 1957. 3. Hart, 
Ds Bagnall, A. W.; Bun J. J., and Polley, 
F.'H.: Ninth Congress on 
Rheumatic Diseases, — Ont. (June 25) 
9 Lewis, al.: Ann Int. Med. 
39-116, 1953. 5. "Deniartinl, et al.? J.A.M.A. 
168:1505, 1955. Segaloft, : Ann, 
12:565, 1954. 7. kan R. Tae m. J. M. Sc. 
233:430, 1957 


SMITH-DORSEY « a division of The Wander Company « Lincoln, Nebraska 
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“the G-I tract 
Fair is the 
barometer 
of the mind... 


Belbarb 

soothes the agitated mind 
Stormy and calms the G-I spasm 
through the central effect 
of phenobarbital and the 


synergistic action of 


Change 


Rain 


fixed proportions 
of natural belladonna 
alkaloids on the 


gastrointestinal tract. 


LBAR 


SEDATIVE ANTISPASMODIC 


20 years of clinical satisfaction 


Belbarb No. 1; Belbarb No. 2; Belbarb Elixir; Belbarb-B; Belbarb Trisules 


NOVEMBER 1958 


CHARLES ED: COM PANY, Richmond, Virginia | 
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PROMPT; UTILIZATION 


AND BETTER STORAGE 


The only homogenized vitamins in solid form 


Homagenets are unusually palatable—and good taste is 
especially important to your patients. Of more interest to 
the physician is the homogenization process. This presents 
both oil and water soluble vitamins in microscopic particles. 
Thus the vitamins in Homagenets are better absorbed and 
utilized—and stored longer.’ These are definite advantages 
to your patient. 


1. Lewis, J.M.., et al.: J. Pediat. 31:496. 


Better absorbed, better utilized 
ADVANTAGES Excess vitamin dosage unnecessary” 
Longer storage inthe body 


No regurgitation, no “fishy burp” 
_ May be chewed, swallowed or | 


Homagenets are available in five formulas: Prenatal, 
Pediatric, Therapeutic, Geriatric and Aoral (brand of 
vitamin A). 


TURN THE PAGE 
for laboratory proof of 
the prompt dispersion 
of Homagenets 


THE S. E. MASSENGILL COMPANY 


Bristol, Tennessee 


| 
| 
HOMAGENETS | 
dissolved in the mouth, 
| 
| 
| 
| | 
| 


VISUAL 
PROOF OF 
THE RAPID 


These photographs show the dispersion 
time of a Homagenet and a soft gelatin 
capsule in artificial gastric juice at 37°C. 
Homagenets are available in five formulas: 
Prenatal, Pediatric, Therapeutic, 
Geriatric and Aoral (brand of vitamin A). 
Currently, mailings will be forwarded 

only at your request. 

Write for samples and literature. 


THE S. E. MASSENGILL COMPANY 


BRISTOL, TENNESSEE 
NEW YORK - KANSAS CITY - SAN FRANCISCO 
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BOOMERANG? 
—NO! 


When your patient calls again 
—it will be to say ‘‘thanks”’ 


because 


symptoms do not recur— 
complications do not supervene 


AZO GANTRISIN 


ANALGESIC ANTIBACTERIAL 


Especially for urinary tract infections 
ROCHE LABORATORIES 


Division of Hoffmann-La Roche Inc 
Nutley 10, N.J. 


GANTRIsiIn® BRAND OF SULFISOXAZOLE 
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The“OLD AGE SYNDROME” 
hasn't got him down! 


For return to more normal, happier activity and 
improved behavior in the “Old Age Syndrome"’— 
Niatric brings renewed interest and emotional 
relief from mild depression, confusion, and for- 
getfulness. Niatric improves circulation, helps to 
protect capillary integrity and to guard against 
the “‘little strokes” often found in your older pa- 
tients suffering from symptoms of cerebral vas- 
cular insufficiency. 


fe LITERATURE AND SAMPLES AVAILABLE ON REQUEST 


He’s active NO wi! COMPOSITION: Pentylenetetrazol 100 mg., Nicotinic Acid 
’ 50 mg., Ascorbic Acid 100 mg., Bioflavonoids 100 mg. 


TAKE A NEW LOOK , 
AT FOOD ALLERGENS 
TAKE A LOOK AT 
NEW DIMETANE 


DIMETANE Extentabs (12 mg. each, coated) provide antihista- 


mine effccts daylong or nightlong for 10-12 hours. Tablets (4 mg. 
each, scored) or pleasant-tasting Elixir (2 mg./5 cc.) may be 
prescribed t.i.d. or q.i.d., or as supplementary dosage to Ex- 
tentabs in acute allergic situations. A. H. ROBINS CO., INC., Rich- 
mond 20, Virginia. Ethical Pharmaceuticals of Merit Since 1878. 


NIATRIC 


A B. F. ASCHER & CO., INC. © Ethical Medicinals/ Kansas City, Mo, 
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f *Sea food—source of highly potent allergens. Typical are: lobster; tuna; sturgeon roe; fish oil used to prepare x pl eat 
7 ee ttlefish bone for polishing material and tooth powder; glues made from fish products ‘ 
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ology, Louisiana State University School of Medicine, 
has been named a member of the Pathology Study 
Section of the National Institutes of Health. 

Dr. Irving Redler, Clinical Assistant Professor at 
Louisiana State University School of Medicine, was 
elected President of the Louisiana Orthopedic Associa- 
tion and Dr. W. Hammond Newman, Clinical Instruc- 
tor, was named Secretary-Treasurer. 

Dr. Francis E. LeJeune, New Orleans, is the new 
Ireasurer of the American Laryngological Association. 

Dr. George E. Burch, Jr., New Orleans, has been 
elected Vice-President of the American Therapeutic 
Society. 


MARYLAND 


Dr. Clarence A. Tinsman, Cambridge, has been re- 
named Dorchester County Health Officer. 

Dr. J. Winthrop Peabody, Chevy Chase, has been 
named a Fellow in the American College of Surgeons. 

Dr. J. Tyler Baker has been named Chairman of 
the Special Gifts Committee of the United Fund in 
Easton. 

Dr. James Frenkil, Dr. William F. Hart, and Dr. 
Donald F. Proctor, all of Baltimore, have been named 
as members of the American Medical Writers Associa- 
tion. 


Dr. Charles T. Woodland, Baltimore, Dr. Harold W. 
Eliason, Cumberland, and Dr. Robert F. Chenowith, 


Continued on page 94 
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THE NEW ORLEANS 


GRADUATE MEDICAL ASSEMBLY 


The twenty-second annual meeting of The 
New Orleans Graduate Medical Assembly will 
be held March 2, 3, 4 and 5, 1959, headquar- 


ters at the Roosevelt Hotel. 


Eighteen outstanding guest speakers will par- 
ticipate and their presentations will be of 
interest to both specialists and general prac- 
titioners. The program will include fifty-four 
informative discussions on many topics of cur- 
rent medical interest, in addition to clinico- 
pathologic conferences, symposia, medical mo- 
tion pictures, round-table luncheons and _ tech- 


nical exhibits. 


Details of the New Orleans meeting and the 
clinical tour are available at the office of the 
Assembly, Room 103, 1430 


New Orleans 12, Louisiana. 


Tulane Avenue, 


EXTENTABS?® 


tolerate any antihistamines. UR 


In a recent 140-patient study’ DIMETANE 
gave “more relief or was superior to 
other antihistamines,” in 63, or 45% of 
a group manifesting a variety of allergic 
conditions. Gave good to excellent re- 
sults in 87%. Was well tolerated in 92%. 
Only 11 patients (8%) experienced any 


side reactions and 5 of these could not 


{fy 
q 


1. Thomas, J. W: Ann. Allergy 16:128, 1958 Ye yy 


(PARABROMDYLAMINE 


ELIXIR TABLETS 
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OU’VE said good-by to the 
bride who was once your little girl, and to that handsome 
boy who is now your son. The youngsters are on their 
own: and so, after twenty-odd years, are you! Now is the 
time to think of yourselves— your pleasures, your security, 
your eventual retirement. A good time to start putting part 
of your savings away in safe, sure, United States Savings 
Bonds. Where nothing can touch your principal. And where 
your money earns 3%4% when bonds are held to maturity. 
Series E Bonds grow in value, year by year—and Series H 
Bonds pay you interest twice a year. Whichever you choose, 
start your bond program today! When financial independ- 
ence counts, count on U.S. Savings Bonds! 


The U.S. Government does not pay for this advertisement. It is 
donated by this publication in cooperation with the Advertising 
Council and the Magazine Publishers Association. 
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the chill 
the sneeze 
the cough : 
the aches | 
the fever | Re 


in the common cold 
and other upper respiratory infections... 


antibacterial 


the only such preparation to con- + 
tain penicillin V .to curb bacterial e analgesic 
complications . ej _actiong e antipyretic 
e antihistaminic 
e mood-stimulating 


Supplied; Capsules, vials of 36. Each capsule contains: penicillin V (100,000 units), 62.5 mg.; salicyl- 
amide, 194 mg.; promethazine HCl, 6.25 mg.: phenacelig, 130 mg.; mephentermine sulfate, 3 mg. 


Penicittin V, Salicylamide, Promethazine Hydrochloride, Phenacetin, Mephentermine Sulfate — Philadelphia 1, Pa. 
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Vita-Metrazol 


elixir and tablets 


reactivates 


A general tonic indicated in geriatrics, fatigue 
and senility — where apathy is the dominating symptom. 


Contains Metrazol with selected vitamins. 


Usual Dose: 1 or 2 tablets or teaspoonfuls of Vita-Metrazol 3 or 4 
times daily. 


Availability: Elixir in pint bottles, tablets in bottles of 100. 


Metrazo!®, brand of Pentylenetetrazol, E. Bilhuber, Inc. 


KNOLL PHARMACEUTICAL COMPANY Sew Serse¥ 


A private psychiatric hospital em- Staff PAUL V. ANDERSON, M.D., President 
EX BLANKINSHIP, M.D., Medical Di 
ploying modern diagnostic and treat- — 
JOHN R. SAUNDERS, M.D., Assistant 
ment procedures—electro shock, in- Medical Director 
sulin, psychotherapy, occupational THOMAS F. COATES, M.D. Associate 
and recreational therapy—for nervous 
‘ : CHARLES A. PEACHEE, JR., M.S., Clinical 
and mental disorders and problems of Psychologist 
addiction. 


R. H. CRYTZER, Administrator 


Brochure of Literature and Views Sent On Request - P.O. Box 1514 - Phone 5-3245 
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more potent and comprehensive treatment than salicylate alone 

..-assured anti-inflammatory effect of low-dosage corticosteroid! 
. .. additive antirheumatic action of corticosteroid plus 
salicylate? brings rapid pain relief; aids restoration of function 
more easily manageable corticosteroid dosage 
... greater assurance of safer, uninterrupted course of treatment! 
Write for complete bibliography. 
% Schering Corporation, Bloomfield, New Jersey 


Schering 


8G-4-678 
> 


The 


Achievements 


of ¢ 


...in Skin Diseases: In a study of 26 patients with severe der- 
matoses, ARISTOCORT was proved to have potent anti-inflammatory and 
antipruritic properties, even at a dosage only % that of prednisone’... 
Striking affinity for skin and tremendous potency in controlling skin dis- 
ease, including 50 cases of psoriasis, of which over 60% were reported as 
markedly improved’. ..absence of serious side effects specifically noted." * 


...in Rheumatoid Arthritis: Impressive therapeutic effect 
in most cases of a group of 89 patients*...6 mg. of arntstocort corre- 
sponded in effect to 10 mg. of prednisone daily (in addition, gastric ulcer 


which developed during prednisone therapy in 2 cases disappeared during 
aristocort therapy).° 


1. Rein, C. R., Fleischmajer, R., and Rosenthal, A. L.: 
J. A. M. A. 165:1821, (Dec 7) 1957. 

2. Shelley, W. B., and Pillsbury, D. M.: 
Personal Communication. 

3. Sherwood, A., and Cooke, R. A.: Personal Communication. 

4. Freyberg, R. H., Berntsen, C. A., and Hellman, L.: Paper 
presented at International Congress on Rheumatic Diseases, 
Toronto, June 25, 1957. 

. Hartung, E. F.: Personal Communication. 

. Schwartz, E.: Personal Communication. 

. Sherwood, A., and Cooke, R. A.: J. Allergy 28:97, 1957. 

. Hellman, L., Zumoff, B., Kretshmer, N., and Kramer, B.: 
Paper presented at Nephrosis Conference, Bethesda, Md., 
Oct. 26, 1957. 

9. Ibid.: Personal Communication. 

10. Barach, A. L.: Personal Communication. 

11. Segal, M. S.: Personal Communication. 

12. Cooke, R. A.: Personal Communication. 

13. Dubois, E. L.: Personal Communication. 
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Triamcinolone LEDERLE 


..in Respiratory Allergies: “Good to excellent” results in 29 of 
30 patients with chronic intractable bronchial asthma at an average daily dosage 
of only 7 mg.°. .. Average dosage of 6 mg. daily to control asthma and 2 to 6 mg. 
to control allergic rhinitis in a group of 42 patients, with an actual reduction of 
blood pressure in 12 of these.’ 


...in Other Conditions: Two failures, 4 partial remissions and 8 cases 
with complete disappearance of abnormal chemical findings lead to characteriza- 
tion of arisrocort as possibly the most desirable steroid to date in treatment of 


the nephrotic syndrome.*’*. .. Prompt decrease in the cyanosis and dyspnea of 
pulmonary emphysema and fibrosis, with marked improvement in patients refrac- 
) tory to prednisone.'""'':!*,,. Favorable response reported for 25 of 28 cases of 


disseminated lupus erythematosus.** 


Depending on the acuteness and severity of the disease under 
therapy, the initial dosage of aristocorT is usually from 8 to 20 mg. 
daily. When acute manifestations have subsided, maintenance 

dosage is arrived at gradually, usually by reducing the total daily 
dosage 2 mg. every 3 days until the smallest dosage 

has been reached which will suppress symptoms. 


Comparative studies of patients changed to AaRIsTOCORT 

from prednisone indicate a dosage of arnistocorT lower by about ¥% 
in rheumatoid arthritis, by % in allergic rhinitis and bronchial 
asthma, and by % to % in inflammatory and allergic skin diseases. 
With aristocort, no precautions are necessary in regard to dietary 
restriction of sodium or supplementation with potassium. 


ARISTOCORT is available in 2 mg. scored tablets (pink), bottles of 
30; and 4 mg. scored tablets (white), bottles of 30 and 100. 


> LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK 
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Baltimore, have been appointed by the Governor to 
the Advisory Council on Hospital Construction. 

Dr. Jerome kK. Merlis, University Hospital, Balti- 
more, has been elected Secretary of the American Elec 
troencephalographic Society. 


MISSISSIPPI 


Ihe Mississippi Academy of General Practice has 
elected as its officers Dr. R. J. Moorhead, Yazoo City, 
President-Elect; Dr. Louis F. Rittelmever, Jackson, 
Vice-President; and Dr. J. R. Bane, Jackson, Secretary- 
I reasurer 


MISSOURI 


New olficers of the Kansas City Urological Societs 
include Dr. Ronald W. Stitt, President; Dr. Irwin S. 
Brown, Vice-President; and Dr. James F. O'Malley, 
Secretary- Treasurer. 

Dr. Robert Kingsland has been appointed to serve 
as a Section Chairman in the Professional Division of 
the St. Louis United Fund campaign. 

In a reorganization of the city health division of 
Kansas City, Dr. Abraham L. Gelperin, Chicago, was 
named Director of Health and Hospitals. Dr. Gelperin 
succeeds Dr. Hugh L. Dwver. who became Director of 
Public Health Services. 


NORTH CAROLINA 


Dr. Robert A. Ross, Chairman of the Department 


PM-73 


SATISFACTORY REDUCTION 
OF GASTRIC SECRETION. Fach patient has 
wide physiological and emotional tolerances to anti- 
cholinergics. Malcotran’s wide dosage latitude facili- 
tates regulation of your patient’s dosage according to 
his need, not his tolerance. 

Malcotran assures prompt arrest of gastro-intestinal 
motility—and reduction of gastric secretion. 


MALCOTRAN® 


for peptic ulcer 


MALTBIE LABORATORIES DIVISION » WALLACE & TIERNAN INC. 
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of Obstetrics and Gynecology at the University of 
North Carolina School of Medicine, is the new Presi- 
dent-Elect of the American Association of Obstetri- 
cians and Gynecologists. Dr. Ross is also Vice-President 
of the American Gynecology Society. 

Dr. Lenox D. Baker, Durham, Duke University or- 
thopedic surgeon and President of the North Carolina 
Medical Society, has been appointed to the Medical 
Committee of President Eisenhower's Committee on 
Employment of the Physically Handicapped. 

Dr. Charles H. Burnett, Head of the Department of 
Medicine, University of North Carolina School of 
Medicine, has been appointed to serve through Sep- 
tember 30, 1962, on the National Advisory Arthritis 
and Metabolic Diseases Council. 

Dr. Keith S. Grimson, Professor of Surgery at the 
Duke University Medical Center, Durham, was hon- 
ored by the University of North Dakota Alumni Asso- 
ciation with a Distinguished Service Citation. Dr. 
Grimson had received earlier this year a 1958 Modern 
Medicine Distinguished Achievement Award from the 
Modern Medicine Journal. 


Dr. Gordon S$. Dugger and Dr. Kenneth Sugioka 
have been promoted from Assistant Professors to Asso- 
ciate Professors at the University of North Carolina 
School of Medicine. 

Dr. David R. Hawkins, Associate Professor of Psy- 
chiatry, University of North Carolina School of Medi- 
cine, has been appointed a member of the Mental 


Continued on page 98 
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the bronchial tree 
has too much’ bark” 


make cough MORE PRODUCTIVE, 
LESS DESTRUCTIVE 


“Significantly superior’? cough therapy for ‘‘markedly”’ 
reducing the severity and frequency of coughing,! for 
increasing respiratory tract fluid,’ for making sputum 
easier to raise,? and for relieving respiratory discomfort.* 


A. H. ROBINS CO., INC., RICHMOND 20, VIRGINIA 


Ethical Pharmaceuticals of Merit since 1878 


References: 

1. Blanchard, K., and Ford, R. A.: 
Clin. Med. 3:961, 1956. 2. Cass, L. J., 
and Frederik, W. S.: 2:844, 1951. 
3. Hayes, R. W., and Jacobs, L. S.: 
Dis. Chest 30:441, 1956. 4. Schwartz, 


E., Levin, L., Leibowitz, H., and 
McGinn, J. P.: Am. Pract. & Digest 
Treat. 7:585, 1956. 


Antitussive-Demulcent-Expectorant: 


OBITUSSIN A-C 


Robitussin with Antihistamine and Codeine: Same formula as Robitussin, plus 
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oxt Years Mecting 


will 4 held 


in 


Georgia 


Viovember 16-19, 1959 


EST SANITARIUM 
Established in 1925 


FOR NERVOUS AND MENTAL DISEASES 
AND ADDICTION PROBLEMS 


HILL CR 


= 


Offices 


Out-Patient Clinic and 
James A. Becton, M.D. James Keen Ward, M.D. 
P. O. Box 2896, Woodlawn Station, Birmingham 6, Ala. Phones WO 1-1151 and WO 1-1152 
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potent anticholinergic drugs.” 


Dihydroxy aluminum aminoacetate, N.N.R. 


In recent years, a number of new synthetic anticholiner- 
gic drugs with numerous and varying side effects have 
been investigated for treatment of peptic ulcer. However, 
a double-blind study conducted recently by Cayer et al 
suggests that the use of such anticholinergic drugs is 
seldom necessary. The authors concluded that “The 
percentage of “good to excellent’ results obtained in 


BRAYTEN PHARMACEUTICAL COMPANY 


Results with “. . . antacid therapy with DAA are essentially the same as... with 


patients on continuous long-term antacid therapy with 
DAA (74%) is essentially the same as that previously 
noted in ulcer patients treated under similar conditions 
with potent anticholinergic drugs alone.” 

The authors’ choice of dihydroxy aluminum amino- 
acetate (DAA) was based on the fact that “the tablet 
form of DAA (is) more active than a variety of straight 
aluminum hydroxide magmas.” They further commented 
that “Because of the convenience of tablet medication 
as compared with the liquid gel—a convenience which 
in the use of other tablets is gained at the expense of 
therapeutic effectiveness—dihydroxy aluminum amino- 
acetate was used exclusively.” 

Auctyn (dihydroxy aluminum aminoacetate) Tablets 
are supplied in bottles of 100 tablets (0.5 Gm. per tablet). 


Chattanooga 9, Tennessee 


{ 
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Allen’s 
INVALID HOME 


ESTABLISHED 1890 


MILLEDGEVILLE, GEORGIA 


For the treatment of 


NERVOUS AND 
MENTAL DISEASES 


Ground 600 Acres — Buildings, Brick 


Fireproof — Comfortable — Convenient 
Site High and Healthful 


E. W. ALLEN, M.D. H. D. ALLEN, M.D. 


DEPARTMENT FOR MEN DEPARTMENT FOR WOMEN 


Terms Reasonable 


NOVEMBER 1958 
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Health Small Grant Committee of the National Insti 
tute of Mental Health. 


Dr. Warren Andrew has resigned as Professor and 
Director of the Department of Anatomy at Bowman 
Gray School of Medicine to become Chairman of the 
Department of Anatomy at the University of Indiana 
School of Medicine. 


Dr. Philip Handler, Chairman of the Duke Univer- 
sity Medical Center's Biochemistry Department, was 
one of three American delegates to the Fourth Inter- 
national Congress of Biochemistry held recently in 
Vienna, Austria. 

Dr. Amoz I. Chernoff of the Duke University Medi- 
cal Center and Veterans Administration Hospital in 
Durham has been appointed Professor of Research at 
the University of Tennessee’s Memorial Research Cen 
ter in Knoxville, Tennessee. 


OKLAHOMA 


Dr. Gilbert S$. Campbell, Minneapolis, Minnesota, 
has been appointed as Chief of Surgical Service at the 
Veterans Administration Hospital in Oklahoma City, 
and Professor of Surgery at the University of Okla- 
homa. 

Dr. William Best Thompson, Oklahoma City, has 
been elected President of the Oklahoma State Heart 
Association. Included on the Executive Committee are 
Drs. H. W. Wendelken, Miami; Terrell Covington, Jr.. 
Tulsa; and Jerome D. Shaffer, Oklahoma City. 


whenever he starts to 


he’s ready | ar 


New vitamin-mineral supplement 

in delicious chocolate-like nuggets 
Each nugget contains: mg. 
Vitamin A. Units* Cobeit .......... mg. 
Vitamin D.. 1,000 Units* Fluorine........ mg. 
Vitamin C 75 mg. fodine .......... 0.2 mg. 
Vitamin E 2 Unitst Magnesium 3.0 mg. 
Vitamin 8-1 2.5 mg. Manganese 1.0 mg. 
Vitamin B-2........ 2.5 mg. Molybdenum mg. 
Vitamin 6-6....... 1 mg. Potassium 2.5 me. 
Pantnenot Sme. Dese: One Nugget per day 
Nicotinamide 20 mg. Supplied: Boxes of 30—one 
Folic Acid. 0.1 mg month's supply 
Biotin 30 mcg. Boxes of 90-three 
Rutin 12 


Udateeem, WHITE LABORATORIES, INC., KENILWORTH, N. J. 
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SOUTH CAROLINA 


Dr. Russell Ramsey Mellette, Orangeburg, has as- 
sumed the duties of Director of the Charleston County 
Mental Health Clinic. 

Dr. W. R. Wallace, Chester, was recently awarded a 
fifty year pin and honored with a banquet by the 
Medical College of Virginia. 


TENNESSEE 


Dr. John Lindsay, Nashville, will serve in a liaison 
capacity with the Bureau of Medicine and Surgery of 
the Navy. 

Five Memphis physicians have been appointed to 
the staff of the College of Medicine at the University 
of Tennessce. The appointments are: Dr. Aaron M. 
Lefkovits, Assistant Professor of Medicine; Dr. James 
S. Brown, Assistant Professor in Pediatrics; Dr. Rich- 
ard O. Bicks, Assistant in Medicine; Dr. Hollis H. 
Halford and Dr. William C. Ferrell, Assistants in 
Radiology. 

Dr. Nat H. Swann, Chattanooga, has been appointed 
full time to the staff of the Newell Hospital and 
Clinic. 

Dr. Guy Richardson, Bristol, has been named Chair- 
man of the National Veterans of Foreign Wars’ Amer- 
icanism and Welfare Service Committee. 

Dr. Carl F. Romans, Greeneville, is now in charge 
of the Takoma Medical Group. 


Continued on page 104 


corticoid-salicylate TABLETS 
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effective, practical 


UMPS VACCINE 


A specific immunizing antigen (chick embryo origin) 
for prevention or modification of mumps in children 
and adults. 


LEDERLE LABORATORIES DIVISION 
AMERICAN CYANAMID COMPANY 
PEARL RIVER, N. 
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STAFF 
James P. Kine, M.D. 
Director 


James K. Morrow, M.D. 
‘THOMAS E. Painter, M.D. 


Ciara K. Dickinson, M.D. Medical Consultant 


Affiliated Clinics: 
Beckley Mental Health Center 
20714 McCreery St. 

Beckley, W. Va. 
W. E. Wilkinson, M.D. 


Bluefield Mental Health Center 
525 Bland St., Bluefield, W. Va. 


Harlan, Ky. 
David M. Wayne, M.D. 


DanieL D. Cues, M.D. 
James L. Currwoop, M.D. 


Harlan Mental Health Center 


C. H. Crudden, M.D. 


Remember the Dates 


November 16-19 


for our 
1959 Meeting 
in 


Atlanta, Georgia 


100 
SAINT ALBANS 
RADFORD, VIRGINIA 
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EFFECTIVE CONTROL OF 
HYPERMOTILITY. Each patient has wide physiological 
and emotional tolerances to anticholinergics. Malcotran’s 
wide dosage latitude facilitates regulation of your patient’s 
dosage according to his need, not his tolerance. 


Malcotran assures prompt arrest of gastro-intestinal motil- 
ity — and reduction of gastric secretion. 


MALCOTRAN®* 
(Natit pep 


MALTBIE LABORATORIES DIVISION WALLACE & TIERNAN INC. 


— 


¢® Modern Treatment Facilities @ Psychotherapy Em- 
phasized @ Large Trained Staff @ Individual Attention 
@ Capacity Limited @ Occupational and Hobby 


M..~. Therapy @ Supervised Sports @ Religious Services 
Pie... 


Your patients spend many hours daily in healthful out- 


door recreation, reviving normal interests and stimu- 
ANCA ANOR lating better appetites and stronger bodies . . . all on 
Florida’s Sunny West Coast . 
Rates Include All Services and Accommodations 


Brochure and Rates Available to Doctors and Institutions 
A M Oo D E R N H Oo Ss P ! TA L F oO R Medical Director—Samvet G. Hisss, M.D. 
E M ©] T | Oo N A L om E A D J U STM E N T Assoc. Medical Director—Watter H. WELLRBORN, JR., M.D. 


Peter J. Spoto, M.D. 


TARPON SPRINGS e FLORIDA Russ, M.D. Arturo G. Gonzatez, M.D. 


ON THE OF MEXICO sin 6 E Pune, MD 


Water H. Bairey, M.D. 
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whenever 


he 
Starts 


New vitamin-mineral supplement 
in delicious chocolate-like nuggets 


Vitamin A 5,000 Units* 


Vitamin D. 1,000 Units* 

Vitamin C 75 me 

Vitamin E. 2 Unitst 

Vitamin 25 

Vitamin B-2 2.5 me 

Vitamin B-6, 1 

Vitamin B- 12 Activity......3 meg 

Pantheno! sme 

Nicotinamide... 20 mg. 

There’s nothing easier to give — aime 
Rutin. 12 me. 

or take- Calcium Carbonate.......125 me 
. Boron meg 

than Delectavites. Cobalt... “0.1 me 
Fluorine 0.1 mg 

A real treat... lodine me 
ildren’s favorite 

the children s favorite... 
tops with adults, too. Potassium . 


Gese: One Nugget per day 
Boxes of 30-one 


month's supply 
s WHITE LABORATORIES, INC., Boxes of 90-three 
PAs months’ supply or 
KENILWORTH, N. J. 
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The new Burdick dual-speed EK-III is 
not miniaturized! Smaller and lighter, it 
still produces a sharp, full, standard-sized 
5 cm. record—at either 25 mm. or 50 mm. 
per second! 


The unit weighs just 224% pounds 
(26% pounds with all accessories). Com- 
pact design and unique carrying handle 
make the EK-III the ideal instrument for 
accurate office cardiography, as well as 
for bedside use. 


Investigate the advantages of the new 
Burdick EK-III. Your Burdick repre- 
sentative will gladly demonstrate the 
instrument at your convenience ... or 
write directly to the company for com- 
plete descriptive material. No obligation, 
of course. 


Routine electrocardiograms are important under age 
40 for future comparison; over age 40 for screening. 
JAMA, Mar. 28, 1953 


THE BURDICK CORPORATION 


MILTON, WISCONSIN 


Branch Offices: NEW YORK * CHICAGO + ATLANTA * LOS ANGELES 


Dealers in all principal cities 


NOVEMBER 1958 
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TEXAS 


Dr. Herman L. Gardner, Houston, was presented an 
award from the Royal Belgian Society of Gynecology 
and Obstetrics for his outstanding work in gynecology. 
Ihe presentation was made during the International 
Exposition in Brussels. 

Dr. Lee M. Cady, Manager, Veterans Administration 
Hospital, Houston, was awarded a certificate of hon- 
orary membership by the Association for Physical and 
Mental Rehabilitation for distinguished service in the 
field of physical and mental rehabilitation. 

Drs. Eugene P. Schoch, Austin; A. G. Schoch, Dallas; 
and Lee J. Alexander, Dallas, were awarded the certifi- 
cate of merit—first place award—in the dermatology 
awards division for their exhibit on “Pruritus” at the 
American Medical Association convention. 

Dr. Robert J. Rowe, Dallas, has been appointed to 
the Editorial Board of the new medical journal, 
Diseases of the Colon and Rectum. 

Dr. Frank Connally, Waco, has been appointed As- 
sistant Executive Director of the University of Texas 
Medical Branch in Galveston. He will assist in the 
Department of Obstetrics and Gynecology. 

Dr. William P. Wilson, Durham, North Carolina, 
has been appointed as Director of Psychiatric Research 
at the University of Texas Medical Branch in Gal- 
veston. 


Continued on page 106 


TULANE UNIVERSITY 


SCHOOL OF MEDICINE 


Drugs Affecting Emotions. November 20-22, 1958 
December 1-12, 1958 


Infectious Diseases of the Eve 
January 12-17, 1959 


January 28-30, 1959 
February 16-21, 1959 
February 26-28, 1959 

March 5-7, 1959 
April 9-11, 1959 


Electrocardiography 


Emergencies in Medicine 
Pediatric Dermatology 
Surgery of Trauma 
Anesthesia 

Pediatric Hematology 


For detailed information write 


DIRECTOR 
DIVISION OF GRADUATE 
MEDICINE 


1430 Tulane Ave. New Orleans 12, La. 
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when psychic 


symptoms 


distort the picture 


Dartal helps the patient reintegrate his mental processes 
In everyday office practice as well as under hospital conditions 
Dartal is consistent in its effects as few tranquilizers are. 
Dartal promotes emotional balance 

Dartal effectively decreases or relieves emotional hyper- 
activity and psychomotor excitement. 

Dartal is unusually safe 

At a recent symposium, leading hepatologists* concluded that 
Dartal is not icterogenic or hepatotoxic. 

Dartal is effective at low dosage 


One 2-mg. tablet q.i.d. or one 5-mg. tablet t.i.d. in neuroses; 
one 10-mg. tablet t.i.d. in psychoses. 


a superior psychochemical 
for the management of both major and 
minor emotional disturbances 


artal 


dihydrochloride brand of thiopropazate dihydrochloride 


*A Symposium on the Pharmacologic Effects of Dartal on the Liver, Chicago, Searle Research Laboratories, Feb. 7, 1958. 
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TO PROMOTE 


Resistance to 


THROUGH 


Total Cate OF THE PATIENT 


Susceptibility to the effects of 
stress, physical or psychic, is aggra- 
vated by a poor nutritional state; 
resistance and recovery are pro- 
moted by enhanced nutrition. 


In repair, use of energy and amino 
acids is increased with concomitant 
increase in demand for vitamins of 
the B complex. In many clinics, 
VITA-FOOD Brewers’ Yeast is a 
routine, a vital aid to total care of 
the patient—emphasized anew as the 
rationally inclusive approach to ideal 
treatment. 


VITA-FOOD Yess 


Samples and literature available on request 


Vitamin Food Co., Inc., Newark 4, N. J. 


Continued from page 104 


Dr. Don W. Micks, Galveston, is taking a year’s 
leave of absence from his duties as Professor of En- 
tomology at the University of Texas Medical Branch 
for a post with the World Health Organization in 
Geneva, Switzerland. 

Dr. Kenneth W. Earle, Associate Professor of Path- 
ology at the University of Texas Medical Branch in 
Galveston, and Dr. Stephen R. Lewis, Assistant Pro- 
fessor of Plastic Surgery, have been named Assistant 
Deans of Medicine. 


VIRGINIA 


Dr. W. Linwood Ball, Richmond, has been installed 
as President of the Virginia Chapter of the American 
Academy of General Practice. Other officers include: 
Dr. Fletcher J. Wright, Jr., Petersburg, President- 
Elect; Dr. William J. Hagood, Jr., Clover, Vice-Presi- 
dent; Dr. R. G. McAllister, Richmond, Secretary; and 
Dr. William A. Young, Richmond, Treasurer. Re- 
elected as Delegate was Dr. John O. Boyd, Jr., Roa- 


Continued on page 114 


CLASSIFIED ADVERTISEMENTS 


VIRGINIA—Positions for staff physicians and chief 
of service available in the State Institution for Epilep- 
tics and Mentally Retarded located across the river 
from Lynchburg in a most beautiful part of Virginia. 
Salaries starting $8400 to $10,992, depending on quali- 
fications. For details write to Dr. Benedict Nagler, 
Superintendent, Lynchburg Training School and Hos- 
pital, Colony, Virginia. 


UNOPPOSED country practice for sale or lease. South 
Anne Arundel County near Annapolis, Maryland. 
Boating, fishing, hunting. $30,000-$40,000 gross. F. D. 
Hendricks, M.D., Federal Employee’s Health Service, 
Denver Federal Center, Denver, Colorado. 


WANTEU—Physician, male or female in the Ozark 
foothills, only physician desires semiretirement. Ideal 
living conditions, all white population, 20 minutes 
from open staff hospital, large practice, 175 O.B, an- 
nually. 8 room equipped office, lease or sell. Contact 
Dr. Kirksey, Mulberry, Arkansas, Phone 2081. 


WANTED—House Physician for 150 bed general hos- 
pital located in delightful area of Virginia. Congenial 
staff, excellent general practice residency, excellent 
salary, full maintenance, fringe benefits. Full par- 
ticulars first letter. Personal interview mandatory. 
Contact CHS, c/o SMJ. 


FOR SALE—Young Urological Table & X-Ray Unit. 
Picker Army Mobile X-Ray Machine 30 MA. American 
Comper Fracture Table. All in good condition. One 
half price. A. H. Smullian & Company, P. O. Box 
6112, Sta, H, Atlanta, Georgia. 


PHYSICIANS WANTED—Orthopedic Surgeon, also 
Pediatrician, to head departments. Excellent oppor- 
tunity. Write Cooper Clinic, Cooper Clinic Building, 
Fort Smith, Arkansas. 
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Many such 
hypertensives have 
been on Rauwiloid 
for 3 years 
and more* 


for Rauwiloid IS better tolerated... 
“alseroxylon [Rauwiloid] is an anti- 
hypertensive agent of equal thera- 
peutic efficacy to reserpine in the 
treatment of hypertension but with 
significantly less toxicity.” 


*Ford, R.V., and Moyer, J.H.: Rau- 
wolfia Toxicity in the Treatment of 
Hypertension, Postgrad. Med.23:41 
(Jan.) 1958. 


side actions 


Enhances safety when more potent drugs - just two tablets 
are needed. 


Rauwiloid® + Veriloid® at bedtime 
uwliol 
alseroxylon 1 mg. and alkavervir 3 mg. After full effect 


for moderate to severe hypertension. one tablet eufiices 
Initial dose, 1 tablet t.i.d., p.c. 


Rauwiloid® + Hexamethonium 
alseroxylon 1 mg. and hexamethonium chloride 
dihydrate 250 mg. 


in severe, otherwise intractable hyper- 
tension. Initial dose, % tablet q.i.d. (v 
Both combinations in convenient . ORTHRIDGE, 
single-tablet form. CALIFORNIA 
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COSA-TETRACYN 


GLUCOSAMINE-POTENTIATED TETRACYCLINE 


* 


CAPSULES ORAL SUSPENSION NEW! PEDIATRIC DROPS 
(black and white) (orange-flavored) (orange-flavored) 5 mg. per drop, 
250 mg., 125 mg. 125 mg. per tsp. (5 cc.) , 2 oz. bottle calibrated dropper, 10 cc. bottle 


Proven in research 


1. Highest tetracycline serum levels 


2. Most consistently elevated serum levels 
3. Safe, physiologic potentiation (with a natural human metabolite) 


And now in practice 


4. More rapid clinical response 


5. Unexcelled toleration 


COSA-TETRASTATIN® COSA-TETRACYDIN® 


glucosamine-potentiated tetracycline with nystatin glucosamine-potentiated tetracycline — analgesic — 


antibacterial plus added protection against antihistamine compound 


monilial superinfection For relief of symptoms and malaise of the common 
CAPSULES (black and pink) 250 mg. Cosa-Tetracyn cold and prevention of secondary complications 
(with 250,000 u. nystatin) CAPSULES (black and orange) Each capsule contains: 


ORAL SUSPENSION 125 mg. per tsp. (5 cc.) Cosa- Cosa-Tetracyn 125 mg. « phenacetin 120 mg. « caffeine 
Tetracyn (with 125,000 u. nystatir), 2 oz. bottle 30 mg. + salicylamide 150 mg. + buclizine HCl 15 mg. 


=> 


Science for the world’s well-being PFIZER LABORATORIES Division, Chas. Pfizer and Co., Inc. Brooklyn 6, New York 


REFERENCES: 1. Carlozzi, M.: Ant. Med. & Clin. Therapy 5:146 (Feb.) 1958. 2. Welch, H.; Wright, W. W., and Staffa, A. W.: 
Ant. Med. & Clin. Therapy 5:52 (Jan.) 1958. 3. Marlow, A. A., and Bartlett, G. R.: ‘Glucosamine and Leukemia. Proc. Soc 
ap. Biol. & Med. 84:41, 1953. 4. Shalowitz, M.: Clin. Rev. 1:25 (April) 1958. 5. Nathan, L. A.: Arch. Pediat. 75:251 (June) 
1958. 6. Cornbleet, T.; Chesrow, E., and Barsky, S.: Ant. Med. & Clin. Therapy 5:328 (May) 1958. 7. Stone, M. L.; Sedlis, A. 
Bamford, J., and Bradley, W.: Ant. Med. & Clin. Therapy 5:322 (May) 1958. 8. Harris, H.: Clin. Rev. 1:15 (July) 1958 
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uf you too 
are disappointed 
the multitude of new 


the many doctors 

who are returning to 
reliable, tume-proven, 
consistently dependable 


Haimased 


for control of hypertension 


Samples of Haimased on request from 


THE TILDEN COMPANY PDR 
New Lebanon, N. Y. 


Oldest Manufacturing Pharmaceutical House in America 
Founded 1824 
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it could be mild or 
Severe, acute or 
or secondary fibrositis 
or even early 
eumatoid arthritis 


more potent and comprehensive 
treatment than salicylate alone 
... assured anti-inflammatory 
effect of low-dosage corticosteroid ' 

... additive antirheumatic action 

of corticosteroid plus salicylate 2-5 

brings rapid pain relief; 

aids restoration of function 

more easily manageable corticosteroid dosage 


... much less likelihood of 
treatment-interrupting side effects '~* 


Composition 


METicorRTEN® (prednisone) .. 0.75 mg. 
Acetylsalicylic acid .............. 325 mg. 
Aluminum hydroxide ............ 75 mg. 
20 mg. 


Packaging: SicmaGeEn Tablets, bottles 
of 100 and 1000. 


References: 1. Spies, T. D., et al.: 
J.A.M.A. 159:645, 1955. 2. Spies, T. D., 
et al.: Postgrad. Med. 17:1, 1955. 3. 
Gelli, G., and Della Santa, L.: Minerva 
Pediat. 7:1456, 1955. 4. Guerra, F.: 
Fed. Proc. 12:326, 1953. 5. Busse, 
E. A.: Clin. Med. 2:1105, 1955. 6. 
Sticker, R. B.: Panel Discussion, Ohio 
State M. J. 52:1037, 1956. 

Complete information on the use of 
SIGMAGEN available on request. 


SCHERING CORPORATION « BLOOMFIELD, N. J. 
S G-J-198 
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FOR YOUR 


Angmmal Patients 


MG. AND RAUWILOID® (ALSEROXTLON) 


e Reduces incidence of attacks Gives new courage to nil anginal patient 
e Reduces severity of attacks because it relieves anxiety and provides 
e Reduces or abolishes need for fast-acting nitrites prolonged coronary vasodilatation. 


e Reduces tachycardia Fear of the next attack is replaced 


by pulse-slowing, pleasantly tranquil- 
izing effects which lessen severity 
e Produces demonstrable ECG improvement and frequency of anginal attacks. 


e Reduces blood pressure in hypertensives, 
not in normotensives 


e Increases exercise tolerance 


NORTHRICGE, CALIFORNIA 


EstastisHep 1916 


Appalachian fiall * Asheville, North Carolina 


An Institution for the diagnosis and treatment of I’sychiatric and Neurological illnesses, rest, conva- 
lescence, drug and alcohol habituation. 

Insulin Coma, Insulin Sub-Shock, Electroshock and Psychotherapy are employed. The Institution is 
equipped with complete laboratory facilities including electroencephalography and X-ray. 
Appalachian Hall is located in Asheville, North Carolina, a resort town, which justly claims an all 
around clime for health and comfort. There are ample facilities for classification of patients, rooms 
single or en suite. 

Wm. Ray GrirFin, Jr., M.D. Mark A. GriFFIn, M.D. 
Rosert A. GriFFIN, M.D. MarK A. GriFFIN, JR., M.D. 


For rates and further information write APPALACHIAN HALL, Asnevitte, N. C. 
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ANNOUNCING 


‘The ‘Twenty-Second Annual Meeting 


ot 


THE NEW ORLEANS GRADUATE 
MEDICAL ASSEMBLY 


Conterence Headquarters—Roosevelt Hotel 


March 2, 3, 4, 5, 1959 


GUEST SPEAKERS 


Paul R. Dumke, M.D., Detroit, Mich. 
Anesthesiology 


Ouo H. Janton, M.D., Philadelphia, Pa. 
Cardiology 


Carl T. Nelson, M.D... New York, N. Y. 
Dermatology 


Clifford J. Barborka, M.D.. Chicago, Hl. 
Gastroenterology 


Malcom E. Phelps, M.D., El Reno, Okla. 
General Practice 


Keith P. Russell, M.D.. Los Angeles, Calif. 


Gynecology 


William Dameshek, M.D., Boston, Mass. 
Internal Medicine 


Howard P. Rome, M.D., Rochester, Minn. 


Neuropsychiatry 


R. Gordon Douglas, M.D., New York, N. Y. 


Obstetrics 


Maynard C. Wheeler, M.D.. New York, N. Y. 
Ophthalmology 

Lenox D. Baker, M.D., Durham, N. C. 
Orthopedic Surgery 

Ben H. Senturia, M.D., St. Louis, Mo. 
Otolaryngology 

Francis Bayless, M.D., Cleveland, Ohio 
Pathology 

Lee F. Hill, M.D., Des Moines, Lowa 
Pediatrics 

Roy R. Greening, M.D., Philadelphia, Pa. 
Radiology 


John M. Dorsey, M.D., Evanston, Ill. 
Surgery 


F. Henry Ellis, M.D., Rochester, Minn. 


Surgery 


Fred K. Garvey, M.D., Winston-Salem, N. C. 
Urology 


Lectures, symposia, clinicopathologic conferences, round-table luncheons, 
medical motion pictures and technical exhibits. 


(All-inclusive registration fee—$20.00) 
THE CLINICAL TOUR TO MEXICO CITY, CUERNAVACA, TAXCO, 
ACAPULCO AND SAN JOSE PURUA 


Leaving March 6 from New Orleans and returning March 21, 1959 


For information concerning the Assembly meeting and the tour write 
Secretary, Room 103, 1430 Tulane Avenue, New Orleans 12, La. 
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noke, and Alternate Delegate Dr. 
Tazewell. 


Rufus Brittain, 


Dr. June C. Shafer, Arlington, has been elected as 
Secretary- Treasurer of the Washington Dermatological 
Society. 

Dr. Paige E. Thornhill, Norfolk, has been appointed 
by Governor Almond to a Commission to Study Prob- 
lems Relating to Children Born Out of Wedlock. 

Dr. Fletcher D. Woodward, Charlottesville, has been 
awarded the Allstate Safety Crusade Certificate of 
Commendation for his leadership in traffic safety. 


WEST VIRGINIA 


Dr. Charles A. Hoffman, Huntington, has been 
clected AMA delegate from West Virginia succeeding 
Dr. Walter E. Vest. Dr. John F. McCuskey, Clarks- 
burg. was named alternate delegate. 

Dr. Daniel N. Barber, Charleston, has been named 
Treasurer of the West Virginia State Medical Associa- 
tion. 

Dr. William James Glass, Sissonville, who has prac- 
ticed medicine in the rural areas of Kanawha County 
for more than 50 years, has been named “General 
Practitioner of the Year” by the West Virginia State 
Medical Association. 

Dr. Ralph W. Ryan, prominent ophthalmologist of 
Morgantown, will travel to the Union of South Africa 
this fall to appear as a guest speaker before a Confer- 


WIDE THERAPEUTIC 


PM-71 


NOVEMBER 1958 


Dr. Frank A. Carone, Morgantown, has been award 
ed a fellowship for heart research study at the Uni- 
versity of London by the Life Insurance Medical Re- 
search Foundation. 

Dr. Ralph H. Nestmann, Charleston, was elected 
President of the West Virginia Tuberculosis and 
Health Association at the annual meeting held in 
Clarksburg. 

Officers elected at the 9lst Annual Meeting of the 
West Virginia State Medical Association include the 
following: President, Dr. George F. Evans, Clarksburg; 
President-Elect, Dr. Jacob C. Huffman, Buckhannon; 
Vice-President, Dr. John W. Hash, Charleston; and 
reasurer, Dr. Thomas M. Barber, Charleston. 

At the annual meeting of the West Virginia Society 
of Anesthesiologists the following officers were elected: 
President, Dr. David A. Haught, Huntington; Vice 
President, Dr. Logan W. Hovis, Parkersburg; and 
Secretary-Treasurer, Dr. Eldon B. Tucker, Jr., Morgan- 
town. 

The West Virginia Chapter of the American College 
of Surgeons has installed the following officers: Dr. 
William D. McClung, Richwood, President; Dr. Ken- 
neth G. MacDonald, Charleston, Vice-President; and 
Dr. Victor S. Skaff, Charleston, Secretary-Treasurer. 

New officers for the West Virginia Chapter of the 
American Academy of General Practice are: President, 
Dr. Seigle W. Parks, Fairmont; Dr. Myer Bogarad. 
Weirton, President-Elect; Dr. Jerome C. Arnett 
Rowlesburg, Vice-President; Dr. James K. Pickens. 
Clarksburg, Secretary; and Dr. Don S. Benson, Mounds- 
ville, Treasurer. 


RANGE 
WITH SAFETY. Each patient has wide physiological 
and emotional tolerances to anticholinergics. Malcotran’s 
wide dosage latitude facilitates regulation of your patient’s 
dosage according to his need, not his tolerance. 


Malcotran assures prompt arrest of gastro-intestinal motil- 
ity — and reduction of gastric secretion. 


MALCOTRAN® 


for peptic ulcer 


MALTBIE LABORATORIES DIVISION « WALLACE & TIERNAN INC. 
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Each 5 ml. teaspoonful of TRIAMINICOL 
provides: 


(phenylpropanolamine HC] ....12.5 mg.; 
pheniramine maleate .......... 6.25 mg.; 
pyrilamine maleate .............. 6.25 mg.) 
Dormethan (brand of dextromethorphan 
Ammonium chloride 90 mg, 


In a pleasant-tasting, fruit-flavored, non- 
alcoholic syrup. 
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the cough quickly— 


end nasal congestion orally 


» decongest the cough area 
» control the cough reflex 
> liquefy tenacious mucus 


TRIAMINICOL is more than a cough syrup. 
First, because it contains Triaminic, it 
decongests nasal passages and exerts its 
action on all mucous membranes of the 
respiratory tract—working at the source 
of the cough. 


Triaminicol also acts directly on the 
cough reflex center. It provides the non- 
narcotic antitussive, Dormethan, fully as 
effective as codeine but without codeine’s 
drawbacks. Liquefaction and expulsion 
of exudates is aided by the classic expec- 
torant action of ammonium chloride. 


For these reasons, Triaminicol has be- 
come the first choice of the many physi- 
cians who prescribe it and patients who 
have taken it. 


Dosage: Adults—2 tsp. 3 or 4 times a day; children 
6 to 12—1 tsp. 3 or 4 times a day; children under 6— 
dosage in proportion, 


Tr 1aminicol Syrup 


SMITH-DORSEY «+ a division of The Wander Company ~* Lincoln, Nebraska + Peterborough, Canada 
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One B Ss) b* morning and evening. 
Composition: Ergotamine Tartrate 0.6 mg., 
Bellafoline 0.2 mg., Phenobarbital 40.0 mg. 


*Reg. T. M. 
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SANDOZ 


Betty Belleréal say?) 
“Now baby eitting 15 \|preeze Belleréa! Spacetabs 
velieved those nerve symptoms: 


respiratory inf 


QUALITY / 


Therapeutic trio brings rapid relief 


V-Kor combines in a single tablet: 


V-Cillin K®—destroys bacterial invaders 


Provides higher blood levels than any other oral penicillin; there are no 
“nonabsorbers.”’ 


Co-Pyronil™—relieves congestion 
Provides quick and prolonged antihistaminic action plus vasoconstriction. 


A.S.A.® Compound—controls fever and pain 
Provides analgesia and antipyresis. 


V-IXor is valuable in acute respiratory Usual adult dosage is 2 tablets every 
infections. It quickly eliminates sus- six or eight hours. Supplied as attrac- 
ceptible organisms and controls annoy- __ tive green-white-yellow tablets. 


° ° V-Cillin K® (penicillin V potassium, Lilly) 
ing symptoms. Rapid recovery and  Co-Pyronii™ (pyrrobutamine compound, Lilly) 


. A.S.A.® Compound (acetylsalicylic acid and acetophenetidin com- 
patient comfort are thus well assured. pound, Lilly) 


FLI LILLY AND COMPANY ¢ INDIANAPOLIS 6, INDIANA, U.S.A. 


831030 
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for relief of coughs due to colds or pia | 


benefit of AMBENY. EXPECTORANT inthe treitment of coughs de to 
Ids or is its potent antihistaminic action, accomplished two agents: 


ca 
4 
dual antihistaminic action 
| 
Benadryl hydrochloride (diphenhydramine hydrochloride, Parke-Davis)........56mg.  —adults, 1to2teaspoon- 
> 
i 


